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Tackling the ‘cough problem’ 


Specific cough suppression 
with local demulcent effect 


The active constituent of the, linctus is oxeladin 
citrate. Each teaspoonful (3.55 ml.) contains 10 mg. 


ACTION 


Children 4 to 1 teaspoonful 4 times daily 
Basic N.H.S. prices: Bottle of 60 ml. 2/6d. Bottle 250 ml. 8/9d. 


(BDH) Descriptive literature and specimen packing supplied on request. 
«~THE BRITISH DRUG HOUSES LTD (Medical Department) - LONDON N.t 


Immediate—effective relief in 


The anxiety and distress of bronchospasm in asthma demands 
safe, instant action which inspires confidence in the patient 
and strengthens resistance to recurrence of attacks. 

FELSOL powders combine, with ease of administration, the 
specific action required to relieve spasm without cumulative 
effect. Thev are entirely free from narcotic drugs. Small 
maintenance doses between acute attacks progressively 
reduce liability to 
spasms: FELSOL 
is prescribed for 
ASTHMA in all 
parts of the world 
to which it has been 
introduced. 


Clinical samples and 


“I always prescribe Felsol— 
literature on request. 


its action is so sure and swift.” 


Each powder contains — 
Phenazone B.P.C., 0-768G., Phenacetin B.P., 0.007G., Caffeine B.P.0A00G 


Compound of Phenazone BF 0.018G and Iodine B.P., 0.013G 
Ext. Grindel. Lig. B.P.C. 1949. 0.0086., 
Al Extract of Viecum (10-1 
Equivalent to Ext. Vieci, BP 1923) 


BRITISH FELSOL COMPANY LTD., 
206/212 ST. JOHN STREET, LONDON, E.C.! 
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Nutrition in Geriatrics 


An adequate diet plays a considerable part 
in maintaining the health and vitality of the 
elderly. Although this fact is well known, 
malnutrition tends to be more prevalent 
in the higher age groups, as physical and 
economic factors may restrict the choice of 
food and render preparation and cooking 
troublesome. 


Marmite is a useful source of the B vitamins 
and has the added advantage of requiring 
very little preparation. Sandwiches made 
with Marmite are very popular with old 
people who appreciate the piquant flavour. 
Appetising drinks can also be quickly made 
by stirring Marmite into boiling water or 
hot milk. 


MARMITE 


yeast extract 


contains 
Riboflavin (vitamin 1.5 mg. per oz. 
Niacin (nicotinic acid) 16.5 mg. per oz. 


MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3. 


Literature on request 
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TEVIOT PLACE, EDINBURGH 


Further Evidence 
of the Effectiveness of 


E S 0 D E hs M Medicated Shampoo 


The results of a comparative trial covering 400 
infested schoolchildren have recently been pub- 
lished (1) 


““Es6derm is the only one (of four 
preparations used) which washes the hair 
as well as attacking the vermin in it. It 
has therefore the advantage that the 
infested person can return to the com- 
munity at once with a ‘clean’ head... . 
In our experience there is no doubt it 
is the one of choice."’ 


REFERENCES: (1) Lancet, 1957, 1.422 
(2) Lancet, 1957, 1.640 


The advantages of a shampoo are also stressed by 
a Medical Officer of Health (2) 


‘* The use of an attractive shampoo over- 
comes the reluctance of the adolescent 
and the mother. A first-class shampoo 
is necessary so that all members of the 
family will not only tolerate the remedy 
but like it and want it.’ 


ESODERM js equally suitable for clinic or home 
use. 


PACKINGS: Tubes of } oz. 
Jars of 300 G. for clinic use. 
Jars of 3 Ibs. supplied direct to clinics only. 


PRIORY LABORATORIES LTD., WEST DRAYTON, MIDDLESEX 
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Chilblains— 
part of winter’s tale 


One of winter’s most painful ravages is on human hands and feet. 
And it is here that ‘Pernivit’ has proved itself so effective both in 
the treatment of chilblains and also in their subsequent prevention. 
‘Pernivit’ contains nicotinic acid and vitamin K and so 

improves circulation, combats arterial spasm and maintains the 
integrity of the blood vessel walls. 


ADULTS: two to six tablets daily immediately after meals. 
CHILDREN: half this dosage 


* 5 Basic N.H.S. prices 
bottles of 50 tablets 
at 2/-; 
bottles of 500 tablets 
at 


Dosage 


TABLETS 
eftfective chilblain relief 
— Literature and specimen packings sent on request ye 
GSAS THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 ( DH) 


FORMULA FOR COMPLEMENTARY FEEDING- 


BRITISH MILK FOR 
BRITISH BABIES 


Send for informative booklet 


“REGAL EVAPORATED MILK 


FOR BABY FEEDING” 


UNITED DAIRIES 
NUTRITION DEPT WILTS UNITED DAIRIES LIMITED TROWBRIDGE: WILTS 
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An advance in the 
therapy of diabetes 


Rastinon tablets, developed by 
Farbwerke Hoechst AG., of Frank- 
furt/M., under the research No. 
D860, have now an established 
place in the therapy of diabetes 
mellitus. The large volume of 
clinical work and the number of 
papers published, reflect the 
world-wide interest in Rastinon. 
This work clearly shows that for 
the suitable patient Rastinon tab- 
lets provide a form of therapy 
which is 


Simple, safe, effective 
and economical 


Rastinon is not a “sulphonamide 
drug,” has no anti-bacterial action 
and does not produce crystalluria. 
No cases of dyshaemopoiesis or 
other serious side-effects have been 
reported among the many thou- 
sands of patients satisfactorily con- 
trolled for more than two years. 

The suitability of a patient for 
treatment with Rastinon tablets 
is readily assessed in the diabetic 
clinic and once stabilised no 
difficulties have been experienced 
in controlling the patient. An 
acute intercurrent infection may 
necessitate a temporary return 
to insulin therapy. 


DOSAGE 

Once stabilised, from one to three 
tablets a day are normally all that is 
required to replace the insulin with 
its concomitant syringe, needles, 
swabs, and often nursing assistance 
as well. During the period of stabilis- 
ation it has been found that generally 
from four to eight tablets on the first 
day, three to six on the second and 
three to five on the third are 
sufficient. 

The daily amount should be 
divided into two or three doses and 
taken during or after meals with a 
little fluid. Higher doses are not 
usually more effective and are not 
recommended as they may occasion- 
ally cause hypoglycaemic reactions. 
The normal regime of urine examin- 
ation and dietary control remains 
necessary. 

To lessen the possibility of the 

tient taking a tablet other than 

astinon in error, each tablet is en- 


graved with the name Rastinon and 
the trade mark of the originators. 


PACKS 

Bottles of 100 and 500 tablets—each 
tablet contains 0.5 G. N-Butyl-N'- 
toluene-p-sulphonylurea (tolbut- 
amide). The basic cost to the N.H.S. 
of a week’s treatment is on average 


between 3/6d. and 5/3d. 


REFERENCES 

Die Naturwissenschaften, 1956, 43, 
93 

Metabolism, November, 1956 (en- 
tire issue) 

Lancet, 1957, 1, 753 

Brit. Med. J., 1957, 2, 323, 325, 327, 
343, 351 

Dtsch. med. Wschr., 1957, 82, 1513- 
1592 (entire issue) 

Brit. Med. J., 1957, 2, 1345 

J. of Endocrinology, 1957, 15, 45 
Brit. Med. J., 1958, 1, 220 

Lancet, 1958, 1, 278 

Further information on request. 


Rastinon tablets are made in England and are obtainable exclusively from: 
HORLICKS LIMITED, SLOUGH, BUCKS. 
Sole distributors in the United Kingdom ‘for 
HOECHST PHARMACEUTICALS LIMITED, SLOUGH 
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Nearly everyone travelling to New Zealand on horseback 


‘thes VITEPRON 


/ 
4 


ENGLAND TO NEW ZEALAND 
ON HORSEBACK 
Wing Commander A. N. 
Jones erpects to take 18 to 
24 months on this unusual 
adventure, which is sup- 
ported by the British Horse 
Society and the Royal 
Geographical Society. 


» 
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On expeditions of this € 
kind nutritional de- 
ficiencies are wisely anticipated and provided for. 
In general practice however the patient is often 
unaware of such deficiencies until the symptoms 
of general debility can no longer be ignored. 
Vitepron is widely prescribed for the 
nutritional anaemias, anaemias of childhood 
and those associated with pregnancy and 
lactation. 


! 


VITEPRON 


FORMULA: Each capsule contains the equivalent of 10 
grammes fresh liver and, in addition to the naturally 
occurring Vitamins—Vitamin B,—2 mgm; Vitamin B,— 
2 mgm; Vitamin C—15 mgm; Ferrous gluconate grs. 4. 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDX. 
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analgesic} 


antipyretic 


Febrilix (paracetamol elixir) is a new liquid analgesic 
and antipyretic preparation for children. Being in 
liquid form it overcomes the disadvantages associated 


with the administration of tablets to children. 
It offers the following advantages. 


@ weil tolerated, safe and effective 
© palatable liquid readily administered to children of all ages 


@ does not cause gastric irritation 
© offers flexibility of dosage 


FEBRILIX 


Each fluid 


for children 


120 mg. of 


eee 
ee paracetamol. 
Bottle of 70 cc. 


Basic N.H.S8. 
Price 2/ - 


@ 
/ 
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BRAND OF THIOPROPAZATE DIHYDROCHLORIDE 


Dartalan provides easier control of psychoses, 


neuroses and anxiety states. It is safe, well tolerated, 
and gives consistently effective results with low 
dosage. 


In the psychoses : 
10 mg. three times daily 
In the neuroses : 


5 mg. three times daily 
Side effects are minimal. (In specially designed studies 


and clinical trials in 727 patients, no liver toxicity 
was reported. ) 


AVAILABILITY : 

5 mg. and 10 mg. tablets 
in bottles of 50 and 500. 
Dartalan relaxes the disturbed mind and invests the 
patient with a sense of well-being and normality. *RegisPered Trade Mark 


G. D. SEARLE & CO. LTD., High Wycombe, Bucks. Telephone: High Wycombe 1770 
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A notable advance in Wound Therapy 
by Topical Application 


* Bactericidal and bacteriostatic. 

* Minimizes risk of developing resistant strains. 
* Promotes tissue repair and granulation. 

* Active in presence of blood and tissue exudates. 
* Non-allergenic. 


Especially valuable in the treatment of burns, carbuncles, ulcers, and in obstetrics and rectal surgery. & 

FORMULA: Each gramme contains :- PRESENTATION: 

Neomycin Sulphate 5me POWDER . 15gramme insufflator 

Zinc Bacitracin ‘ 250 units 15 gramme Tube 

41-Threonine - Basic cost: 

1-Cystine 2me Cicatrin Cream I5g.tube.. . . 6- + P.T. 

10 me Cicatrin Powder I5g.insufflator . . . . 6/- + P.T. purely British Pharmaceuticals 


Langham 8038/9 
7 


CALMIC LIMITED CREWE - CHESHIRE - Crewe 3251/7 - London: 2 Mansfield St. W.1 
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NOW the diuretic 
is ‘SALURIC’ 


“La Femme 
Hydropique” (The 
Dropsical Woman) 
by Gerard Dou, 
painted in 1665. 
The original hangs 
in The Louvre. 
Reproduced with 
acknowledgement 
to Archives 
Photographiques, Paris 


Dropsy is a single sign but the causes are multiple. 


When oedema is present, whatever the cause, 
‘SALURIC’ is the diuretic of choice. ‘SALURIC’ orally, 


replaces mersalyl and all other diuretics. 


S A L U R | (Chlorothiazide) 


Chiorothiazide was discovered and developed in How supplied:‘SALU RIC’ (Chlorothiazide) is supplied in0-5G. 
the Merck Sharp & Dohme Research Laboratories half-scored tablets in bottles of 100 and S00. The United Kingdom 


and is manufactured in England exclusively by the N.H.S. basic cost of an average week’s treatment for a patient 
Merck Sharp & Dohme Organisation. on maintenance therapy is 3/9d. / 
Full information is available on request. ‘Saluric’ is a Regd. Trade Uark. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTFORDSHIRE @D 
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Barbiturates” 


Safety in Barbiturate Therapy 


risk of ‘ accident’ from overdosage 
virtually eliminated 


Search for a less toxic form for the 
administrdtion of Barbiturates has led to 
: the discovery that the incorporation of 
*‘MEGIMIDE’ (Bemegride) while preserving 
the major therapeutic actions of the barbit- 
urates, significantly modifies their usual toxic 
manifestations at overdosage levels. 


‘MWEEGOBA providing safer sedation 


Trade Mark 
Tablets each containing :— 
Phenobarbitone 30 mg. 
* MEGIMIDE’ 3 mg. 


In bottles of 100 tablets—Basic N.H.S. Price 
4/i1d. plus Purchase Tax 1/3d. 


‘PHENAGLATE:’, quick-acting, medium duration hypnotic 
Trade Mork = for routine use. 
Capsules each containing :— 


Quinalbarbitone sodium 50 mg. 

Phenobarbitone 25 mg. 

*‘ MEGIMIDE’ 7.5 mg. 

In bottles of 30 capsules—Basic N.H.S. Price 
Literature and samples on request 6/-d. plus Purchase Tax 1/9. 


Aspro-Nicholas Ltd. Slough, Bucks, England 


A Nicholas Product 
(Ethical Pharmaceutical Division) 
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In Otitis Media and Otitis Externa 


relieve pain— 
reduce congestion— 
combat infection 


Formula: 
Phenylmercuric nitrate 0.1g Po. hydroxyquinoline 
Ephedrine 1.0g | Chlorbutol 
Phenazone 5.0g | Propylene glycolto 100.0cc 


Samples and literature on request: 


SILTEN LTD 


SILTEN HOUSE, HATFIELD, HERTS 
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INTRODUCING VESPRAL 


Squibb Triflupromazine 


A POTENT...UNUSUALLY SAFE PSYCHIC STABILIZER 


PLACES MORE AGITATED PATIENTS IN THE STABLE ZONE... 
FREE FROM JITTERS OR LETHARGY 


VESPRAL is a remarkably safe new drug for treatment of the agitated patient. It 
is more potent and easier to handle than chlorpromazine. Unlike other phenothiazine 
derivatives, it does not oversedate or overexcite ; no jaundice, liver damage or con- 
vulsions have been associated with its use. Skin eruptions, photosensitivity and 
hypertherrvia are rare. 


greater beneficial effect **...much milder in the production 
on psychotic manifestations such of side-effects than ..."’ chlor- ’ 
as delusions and hallucinations  promazine, promazine, mepazine, 
and pathologic excitement.”’ prochlorperazine and perphenazine.* 


STABLE ZONE 


Supplied for oral use as tablets of 25 mg. in bottles of 100 and 500 


A CENTURY OF EXPERIENCE BUILDS FAITH 


* Am.J.M. Sc.235 :67, 1958 
‘Vespral’ is a trademark 
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Target for 
Tonight 


Belladenal Retard 


SANDOZ 


for night pain in peptic ulcer 


TABLETS 
0.25 mg. total alkaloids of belladonna 
50 mg. Phenobarbitone B.P. 


12 


Sandoz House 
Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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AND NOW 


Lederkyn etyl 


NIACETYL SULPHAMETHOXYPYRIDAZINE TRADEMARK 


FOR PAEDIATRIC USE 


For “once-a-day” sulpha therapy in infants and children 


Now children, even young infants, can receive the full 
benefits of LepErKyN—Lederle’s low-dosage, long-acting 
sulpha drug. For Lederle research has overcome the 
characteristic bitter taste of free sulphonamides by the 
introduction of tasteless acetyl sulphamethoxypyridazine. 
LEDERKYN ACETYL Pediatric Suspension presents this 
superior sulphonamide in a pleasantly cherry-flavoured 
form that is highly acceptable to children. This 
new product materially simplifies the therapy in the young 
. patient because of its high antibacterial potency, low 


“once-a-day”’ dosage, prolonged action and better tolerance. 
Bottles of 2 and 16 fl. 0z., 250 mg. active sulphonamide in each teaspoonful ( 5 cc.) 


round-the-clock sulpha therapy with “once-a-day” dosage 


LEDERLE LABORATORIES DIVISION — CYANAMID 
Cyanamid OF GREAT BRITAIN LTD., London, 
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This new paediatric syrup of ‘ V-Cil-K’ gives even the 
youngest patient convenient and decisive penicillin therapy. 
Each 5 cc. contains 125 mg. penicillin V potassium — the 
most effective oral penicillin yet developed. Peak levels are 
attained within 30 minutes, from a syrup so pleasantly 
flavoured that regular dosage is assured. 

The dose is } to 1 teaspoonful four times daily. 

Available in bottles to make 30 cc. and 60 cc., each with a 


5 cc. plastic spoon. 


EL! LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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today’s 

MASTER PLAN 
against 
migraine 


The prescribing of ‘Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at double-strength in ‘ Migril’ for its 
Each tablet contains specific effect upon the characteristic headache and ocular 
ergotamine tartrate 2 mgm. ; 
caffeine (alkaloid) 100 mgm. ; 
cyclizine hydrochloride 50 mgm. 
In bottles of 10 and 100 evoke nausea and vomiting on its own account and can 


disturbances. Caffeine is present too, since it acts as a synergist 
to ergotamine. Frequently, however, ergotamine tends to 


therefore worsen th¢se aspects of the condition. For this 
reason, the potent, rapidly acting anti-emetic cyclizine is 
also included in ‘Migril’—to overcome any tendency to 
nausea or vomiting, whether caused by the ergotamine 
or by the condition itself. And so successfully does cyclizine 

. achieve this aim that truly effective oral doses of ergotamine 
can today be given—by means of ‘Migril’. 


TRADE MARK 


BURROUGHS WELLCOME & CO., LONDON 
(THE WELLCOME FOUNDATION LTD.) 
15 
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For swift and 


prolonged action 


in 1 injection 
TRIPLOPEN | 


THE 3 IN 1 PENICILLIN 


SODIUM PROCAINE BENETHAMINE | STREPTOMYCIN 
PENICILLIN PENICILLIN PENICILLIN (as sulphate) 
500,000 units 250,000 units 500,000 units 05 gram 
for prompt for lower persisting for a more 
high level prolonged action for 3 to comprehensive 
bactericidal for 24 hours. 4 days. initial attack 
action. when needed. 


TRIPLOPEN-S° 


to widen the scope of 


1 injection treatment 


TRIPLOPEN, in single-dose vials and in boxes of ten single-dose vials. 


LABORATORIES 


Subsidiary companies or agents in most countries. 


TRIPLOPEN-S, in single-dose vials. 


LIMITED, 


* Trade marks. 


GREENFORD, MIDDLESEX. BYRon 3434. 
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THE MANAGEMENT OF 
CIVILIAN LIVER INJURIES 


ERNEST W. GRAHAME 
M.D., Ch.M. Glasg., F.R.C.S., F.R.C.S.E. 
CONSULTANT SURGEON, 
MIDDLESBROUGH GENERAL HOSPITAL, YORKSHIRE 

ALTHOUGH the liver is the largest organ in the body 
and is relatively superficial. over a wide area, it is seldom 
injured. On the other hand, Glenn (1956) estimated that 
a third of patients with liver injuries die at the time of the 
accident, that another third die within six hours, and that 
only the remaining third are likely to survive. Madding 
1955) attributed the high fatality-rate to (1) errors in diag- 
nosis, (2) associated lesions, and (3) injudicious treatment. 

The following is an account of cases of liver injury 
which have been under my care during the past eleven 
years at Middlesbrough General Hospital, which for 
eight years has been the main accident centre on Tees-side. 
For works accidents this area is said to have a worse 
record than any other in the country: in 1956 it had 
4758 such accidents, 39 of which were fatal. Road 
accidents, however, are relatively few. 


Types of Injuries 

Liver injuries may be open, as from stabbing or gun- 
shot, but more commonly in this country they are part of 
closed abdominal wounds. They fall into several groups: 

Neonatal injuries.—Although hepatic bleeding can be a 
cause of stillbirth (Mason Brown 1957), my 2 patients were 
both alive on admission. 

As a rule these children are overweight at birth and collapse 
within the first few days of life. The hamatoma is usually in 
the line of the lower costal margin and it ruptures much 
earlier than a subcapsular splenic hematoma would. The 
reason for this may be that the sharp lower edge of the ribs 
impinges on it. Perhaps another reason is the relatively large 
size of the infant’s liver compared with the adult organ. In 
overweight babies it may be particularly vulnerable. 

Stab wounds.—Some of these are self-inflicted—e.g., those 
resulting from such stupid practices as holding a knife with the 
point against the body and the handle against a solid object 
while binding the handle with string. They may be relatively 
trivial, even when the knife has entered the peritoneal cavity; 
but it is not always possible, even at operation, to estimate the 
depth of penetration. 

Gunshot wounds.—Other organs are likely to be damaged 
as well, either superficially or by penetration or perforation. 
Bullets from rifle shots may traverse the liver and leave the body. 

Concussion injuries.—Minor concussion of the liver causes 
superficial hamatomas. Major concussion is nearly always 
associated with fractured ribs, except in young children, whose 
horacic cage is very elastic. Intrathoracic and other abdominal 
complications are frequent. 

The liver may be widely disrupted with many fragments 
torn off or devitalised; or a single large portion may be avulsed; 
1 it may be split vertically but incompletely in the region of the 
talciform ligament. This last type results from violent blows 
on the upper abdomer. or over the lower posterior thoracic 
region. In either case the force tends to spread the relatively 
ixed liver around the vertebral column and the great midline 
essels. It also disrupts the left branch of the portal vein. 


Symptoms and Signs 
In the neonatal type the baby, though often overweight, 
s usually healthy at birth; but within the next four days 
t suddenly becomes pale, with panting respirations and 
ll the signs of massive internal hemorrhage. The sudden 
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onset and appearance of the child are so characteristic that 
the diagnosis can be made with considerable confidence. 
Radiography shows the bowel floating upwards on the 
blood when the infant is held vertical (Mason Brown 
1957). 

In many of the other types there is no sure guide to 
diagnosis. The story of a blow over the upper right 
abdomen should always make the clinician think of 
injury to the liver; but a blow over the lower thoracic 
region posteriorly can also cause hepatic disruption. 
There is then persistent pain over the liver, which is 
worse on respiration and movement; and pain may also 
be referred to the right shoulder or to the lower dorsal 
spines. Shock is absent in some of the less severe cases, 
especially after stabbing, and the diagnosis can be missed 
until it is too late. Avulsion of a major portion of liver, 
on the other hand, causes severe shock long before there 
is any other sign of abdominal hemorrhage. 

With open wounds, surface bleeding may be slight; 
but this bears as little relation to the severity of the 
internal hemorrhage as does the size of the surface wound 
to its depth. Internal bleeding may also be delayed. 

When there is much bleeding, tenderness spreads from 
over the injured area to the right iliac fossa and then to 
the rest of the abdomen. Rebound tenderness, however, 
cannot always be elicited, and dullness in the right flank 
is found only in severe cases. 

The temperature, pulse-rate, and blood-pressure may be 
perfectly normal at first; and, even later, bile extravasa- 
tion, like head injury, can slow the pulse-rate. 

X-ray examination may reveal a foreign body, fractured 
ribs, air or fluid in the chest, concussion injury or collapse 
of the lung, a raised diaphragm from the accumulation of 
blood underneath it, or the presence of gas if a hollow 
viscus has been ruptured. But if one suspects that the 
patient has a major liver injury, X-ray examination at this 
stage is a waste of valuable time. Ogilvie (1944) was of 
the same opinion. 


Choice of Treatment 


Blood should be taken at once for grouping and cross- 
matching. Thereafter, there are two opposing views on 
treatment. Madding (1946) reported that of 829 liver 
wounds in U.S. Servicemen—mostly battle casualties— 
only 9% bled at the time of exploration. Perhaps this 
atypical group was in Aird’s mind when he recommended 
that the treatment of such wounds should be conservative, 
provided that injury to a hollow viscus can be ruled out 
(Aird 1957). From a second series Madding (1955) 
concluded that far less harm is done by an unnecessary 
exploration of doubtful cases than by waiting until the 
diagnosis is certain. Clarke (1954) is very emphatic that 
laparotomy may be the only safe method of diagnosis, 
as well as the ‘best safeguard against late perforation of a 
damaged intestine. 

In my opinion the treatment should depend on the 
type of injury. 

Neonatal injuries.—It is surprising how much blood 
can be in an infant’s abdomen even though the liver 
wound may not be bleeding at the time of the laparotomy. 
It seems logical that this blood should be removed and 
the liver wound repaired. 

Small concussion injuries—Unlike subcapsular hama- 
tomas of the spleen, small hematomas under the liver 
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capsule do not usually rupture. It is reasonable therefore 
not to operate unless the patient’s condition deteriorates. 

Small stab wounds may be watched provided that the 
point of entry leaves no doubt that no other organ or 
omentum has been injured. Such cases, however, are 
rare: even when the patient thinks that the instrument 
has penetrated only a short distance, it may have entered 
the liver, particularly when the wound is over the left lobe. 

Gunshot wounds require exploration, not because the 
shot needs removing but because stomach or bowel are 
likely to have been injured. 

Mayor concussion injuries.—Early operation is indicated. 
One cannot be sure, clinically, of the extent of the internal 
damage. There may be several pints of blood, and loose 
fragments of liver, in the abdomen; devitalised areas offer 
a nidus for organisms; other organs may have been 
damaged; and late bile peritonitis is a possibility. 


Operative Treatment 
Preparation 

As soon as operation is decided on, plasma should be 
infused, pending the arrival of cross-matched blood. 
When the blood comes, it may be necessary to set up two 
drips—running rather than dripping. Most of the patients 
are relatively young; so rapid transfusion is not likely to 
embarrass the heart action in such an acute blood-loss. 
Severe liver injuries are among the most urgent surgical 
emergencies. 

No time should be wasted on such preliminaries as 
changing the patient’s clothes, or trying to raise his 
blood-pressure to an arbitrary level, before operation. 
Modern vasopressor drugs can be administered during 
rapid transfusion. 

If I suspect a patient of severe liver injury, I take him 
to the theatre as he is. Trousers and boots can be removed 
in an anteroom: shirt, vests, and socks can be left on. 
The patient’s abdomen can be gently prepared by an 
assistant before the anzsthetic is given and while the 
surgeon is scrubbing up. The surgeon can finish the skin 
preparation and towel up the operation site, still before 
the anzsthetist begins. This shortens the time during 
which the patient is under the anesthetic; and it lessens 
the danger of massive intra-abdominal bleeding when the 
abdominal wall relaxes under the influence of powerful 
relaxants. Also release of intra-abdominal tension when 
the abdomen is opened may result in a sudden gush of 
blood which could easily lead to death on the table. 

As soon as the patient is anzsthetised a large-bore 
stomach-tube is passed: the stomach is rarely empty. 
Operation 

Transverse and subcostal incisions have been recom- 
mended, but the safest is the midline approach. This can 
be extended to right or left as necessary. The liver and 
spleen are first examined. If there is a large rent in the 
liver, grasping the vessels in the free edge of the lesser 
omentum will help to control the bleeding or they may 
be temporarily clamped. Free blood and clots are then 
quickly removed by hand and by suction. If injury to 
gut or omentum is suspected, it is safest and quickest to 
lift all the bowel out from the abdomen: injured parts 
can be covered with gauze while the liver is attended to. 

If the main branches of the portal vein or hepatic 
artery bleed on release of the free edge of the lesser 
omentum, they should be ligated. They can usually be 
withdrawn from the liver sufficiently to be secured, but 
some tissue may have to be cut away to make this easier. 

Foreign bodies or loose fragments of liver should be 


removed. If the left lobe is almost torn off, it too should 
be removed, as in partial hepatectomy (Raven 1957), 
Most vertical splits, however, are far from complete and 
should be sutured. The catgut should pass into the liver 
as deep as the wound in order to obliterate dead space 
Various plates have been recommended as an aid to this, 
but they seem to me valueless because the deeper areas 
of the liver are less likely to hold a tightly pulled suture 
than is the capsule. In any case, approximation only is 
required, not haemostatic pressure. 

Edge-to-edge suturing is impossible in fragmentation 
injuries, but Ogilvie (1944) recommended passing a few 
catgut stitches across the rent in the liver and tying them 
over a fold of omentum which has been pushed into the 
gap. Packing with gauze or with various artificial sponges 
is undesirable: gauze may promote pressure necrosis and 
sponges are useless as hemostats. 

When the liver has been dealt with, it is essential to 
search for other damage. If the diaphragm is torn the 
appropriate coronary ligaments can be divided between 
ligatures so that the liver can be eased out of the way 
(Aird 1957). Later the ligaments can be repaired by tying 
the ligatures together. 

Postoperative Care 

Blood-transfusion should be continued until the 
estimated blood-loss has been replaced, and careful 
watch should be kept on the lungs for signs of collapse or 
fluid. Besides breathing exercises, aspiration of the chest 
may be necessary. 

Antibiotics should be used with discrimination. The 
liver harbours anaerobic bacteria, and these may multiply 
under the influence of local injury or ischaemia (Sparkman 
and Fogelman 1954). 


Complications 

While hamorrhage into the peritoneal cavity is an 
urgent matter, the patient can die just as quickly froma 
massive collapse of the lung. The more organs are 
damaged the higher the death-rate; and extensive frag- 
mentation injuries are especially liable to complications 
(Sparkman and Fogelman 1954). 

Bile peritonitis is common in severe injuries, but for- 
tunately it clears up. Bile fistulas also tend to close 
spontaneously: often the quickest way to cure them is 
to give the patient a liberal diet and get him walking about. 
Bile pleurisy is not common but requires repeated 
aspirations. Again, the patient should be made ambulant 
as soon as possible. 

Infection may result in wound sepsis or a subphrenic 
or intrahepatic abscess. 

Traumatic hemobilia is relatively rare but it carries 
a high mortality: Barling (1956) described 14 cases with 
6 deaths. It can come on several months after the injury 
and may appear to have nothing to do with it. Blood and 
bile accumulate in a cavity in the liver and eventually 
erupt into a bile channel and find their way into the 
bowel. The patient complains of upper abdominal or low 
posterior thoracic pain, griping in character, followed by 
hamatemesis or often copidus melana. Jaundice is a 
feature of most cases. In the past many of these patients 
have been operated on for peptic ulcers, cholecystitis, or 
pancreatitis. The proper treatment is to explore the 
cavity in the liver, clear out the clot, and introduce 4 
large drainage-tube. Spector’s patient had several 
laparotomies and eventually had his right hepatic artery 
tied with apparent success (Spector 1957): this procedure 
is worth considering in refractory cases. 


(run 

N 
man 
no | 


20 I 
in t 
n 
al 
~ 
( ins 
Majo 
Av 
Dy 
Fr 
Neo 
N 
unu 
infa 
hist 
the 
7 infil 
liver 
mos 
mor 
tear 
abdc 
Sime 
wer 
in e 
Sta 
I 
imn 
the 
5th 
, H 
colle 
at oO 
vein 
had 
q was 
4 draw 
A 
peri 
Vay 
O 
vel 
he 
Oo 
loo 
tw 
fu 
ree 
ran 
rea 


20) DECEMBER 1958 


ORIGINAL ARTICLES 


1297 


Personal Series 
My series includes 62 cases. Its composition is shown 
in the table. 
SERIES OF CASES OF LIVER INJURIES 


I'ype of injury Numbers Deaths 
natal 2 1 
Small concussion 35 0 
S wound 
Assault 3 0 
Accidental 4 0 
nshot wound l 0 
Major concussion ° 
Avulsion 1 0 
Disruption 4 0 
Fragmentation 12 0 
Total 62 1 


Neonatal Injuries 

My first case—the seventh infant reported to have 
survived—was described by Greaves (1955); it was 
unusual in that it weighed only 5 lb. 13 oz. A second 
infant was seen by Greaves some months later and the 
history was similar. 

The second baby weighed 10 Ib. 5 oz. at birth; and collapsed 
the day after. I opened the abdomen under 0-5", lignocaine 
infiltration: it was full of blood. A tear in the right lobe of the 
iver, about two inches long, was sutured. After removing 
most of the free blood, I drained the abdomen. The infant 
received about 300 ml. blood; but it died early next day. Post- 
mortem examination showed no lesion apart from the repaired 
ear in the liver. There were no hamangiomata and the 
abdomen was dry. 

Small Concussion Injuries 

Of 35 patients in this group 8 were explored. None 
were bleeding on laparotomy and the capsule was intact 
in every case. They were all closed without drainage. 
Stab Wounds 

I operated on 5 of the 7 patients. 4 had their operation 
immediately after admission: none were bleeding and 
the abdomens could be closed without drainage. The 
5th patient had an accidental self-inflicted wound. 

He was kept under observation, and fifteen hours later he 
collapsed. He was transfused and laparotomy was undertaken 
at once. His abdomen was full of blood. The wound had 
traversed the left lobe of the liver and had punctured a small 
vein in the lesser omentum. This was tied after the abdomen 
had been cleared of blood. The liver was not bleeding and 
was not sutured. The abdominal wound was closed without 
drainage. 

All 7 patients recovered. 

Gunshot Wound 

My only patient in this group had a laparotomy and 
many small punctures in his bowel repaired. There was 
no bleeding from the liver and very little blood in the 
peritoneal cavity. He made a complete recovery. 


Major Concussion Injuries 

Only 1 patient had complete avulsion of a portion of 
ver: he had been struck forcibly from behind against 
he ground. 


On admission he showed severe shock, and the diagnosis 
f intra-abdominal injury was made. Quickly cross-matched 
lood, two pints, was given and his abdomen was explored. 
t was full of blood with a fairly large portion of the left lobe 
f the liver lying free. This was removed, the vessels in the 
ree border of the lesser omentum were gripped, and a main 
ranch of the portal vein was secured. Apart from a contused 
rea on the anterior surface of the stomach, there was no other 


injury. The abdomen was cleared of blood and closed with 
drainage. He made an uninterrupted recovery. 

Of 4 patients admitted with disruption of the liver 2 
had been crushed between vehicles and a wall, 1 had been 
struck violently from behind, and 1 from in front. All 
had fractured ribs. Treatment was the same in each case 
—dquick transfusion, early operation, removal of blood 
from the abdomen, securing main branches of the portal 
vein, suture ofthe liver, and multiple drains. All were in 
the operating-theatre within an hour of admission, and 
none had their blood-pressures recorded before operation. 
They received an average of seven pints of blood—usually 
two before, three during, and the rest after operation. 
All had postoperative intravenous glucose. None devel- 
oped chest complications but all drained bile from their 
wounds for two or three weeks. 

The 12 patients with major concussion and fragmenta- 
tion injuries included 2 children. Neither of these had 
fractured ribs, although all the adults had. In most cases 
small pieces of liver were loose and had to be removed. 
There could be no question of suturing: not only was it 
difficult to reach the right surface of the liver but the 
injured areas would not have held sutures unless these 
were placed very far apart. All recovered, though 1 also 
had a concussion injury of the lung, which was treated with 
concentrated plasma before operation, and 10 developed 
collapse of the right lower lobes. 

1 patient had traumatic hemobilia a month after 
admission, while he was still in hospital. Fortunately, 
he had only one attack of hamatemesis and melena. On 
exploration I removed the contents of the traumatic cyst 
of his liver and drained the cavity and the abdomen. He 
made a satisfactory recovery. 


Summary 

A series of 62 cases of suspected liver injury is reviewed. 
Only 1 patient died, an infant aged 2 days. 

In severe cases early diagnosis and early laparotomy 
are essential. Time should not be wasted on routine 
radiography or on attempting to raise the blood-pressure 
to some arbitrary figure. 

Where the injury is serious, drainage of the peritoneal 
cavity should be part of the operative routine. 

In less severe cases a conservative policy has generally 
been successful. 

Common complications include multiple injuries, infec- 
tion, pulmonary collapse, bile peritonitis, and bile fistula. 
A case of traumatic hemobilia was operated on success- 
fully. 

At any hospital dealing with accident surgery, it is 
important to have a competent general surgical organisa- 
tion, and the surgeons should work chiefly at that hospital. 
They should be experienced in traumatic surgery and 
speedy in their work. Only thus are many cases of serious 
liver injuries likely to survive. 

I wish to acknowledge the help given by Mr. R. F. Hendtlass, who 
operated on some of the cases; by the many anesthetists; by Dr. S. 
Wray and his staff of the Central Clinical Laboratory, Middlesbrough 
General Hospital; and by Dr. J. L. Greaves, consultant pediatrician. 
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ABSORPTION OF ORALLY ADMINISTERED 
VITAMIN B,, IN PERNICIOUS ANAEMIA 


J. N. MARSHALL CHALMERS 
M.D. Glasg., M.R.C.P., D.P.H. 


N. K. SHINTON 
M.B. Birm., M.R.C.P. 
From the Department of Clinical Pathology, 
Queen Elizabeth Hospital, Birmingham 


THE mechanisms of absorption of vitamin B,, from the 
gastrointestinal tract have been the subject of much 
research (Lancet 1957, 1958). It has been generally 
accepted that efficiency of absorption depends upon 
adequate gastric secretion of intrinsic factor (Castle 1929, 
1953), and that in pernicious anemia deficient absorption 
of vitamin B,, is the result of defective gastric secretory 
function. 

In pernicious anzmia the simultaneous administration of 
intrinsic factor (from human or other animal source) can 
increase the efficiency of absorption of small oral doses of 
vitamin B,, (see Ungley 1950, Glass and Boyd 1953, Latner 
1958a). In long-term clinical trials, however, oral prepara- 
tions containing small amounts of vitamin B,,, together with 
intrinsic factor of animal origin, have been found unsuitable 
for maintenance therapy (Adams 1957, Blackburn et al. 1955, 
Lowenstein et al. 1957). The maintenance dose of the prepara- 
tions used in these trials afforded the patients a total daily intake 
of only 6-7 ug. of vitamin B,,, which was occasionally increased 
to 15 ug. 

Some patients apparently became refractory to intrinsic 
factor of heterologous origin (Killander 1957, 1958, Lowenstein 
et al. 1957, Schwartz et al. 1957). Antibodies to intrinsic factor 
have been recorded by Taylor and Morton (1958). Schwartz 

1958) found “ intrinsic-factor-inhibiting activity” in the 
serum of many, but not all, patients treated with oral vitamin B,, 
and hog intrinsic factor. 

Heathcote and Mooney (1958) have gone so far as to 
suggest that intrinsic factor as normally considered does 
not exist, and have postulated that a preparation they 
claim to be a vitamin-B,,-peptide complex is better 
absorbed than vitamin B,, itself. 

This has been criticised (Castle 1958, Green and Latner 
1958, Latner 1958b, Herbert et al. 1958) on the grounds that 
the haematological responses produced by the vitamin-B,,- 
peptide complex might have occurred with pure vitamin B,, 
alone in similar dosage. Chow et al. (1958) claim that d-sorbitol 
increases the absorption of orally administered vitamin B,, 
in normal subjects, but there is as yet no evidence that this 
happens in patients with pernicious anemia (Herbert 1958). 

Isotope studies, while producing many conflicting 
observations, have shown that vitamin B,, is absorbed 
by more than one mechanism (Lancet 1958). 

Glass et al. (1954), using radioactive vitamin B,,, found that 
in normal subjects there is a regression in the efficiency of 
absorption relative to increases of the oral dose between 
0-5 and 50 ug. They calculate that after a single oral dose of 
50 ug. only 1:5 ug. can be absorbed by a normal subject. But 
this limitation of absorption can be surmounted by giving 
vitamin B,, alone in high dosage. Ungley (1950) was the first 
to report that a single oral dose of 3000 ug. of vitamin B,, 
without intrinsic factor would cause prompt hamatological 
improvement in cases of pernicious anemia in relapse. After 
such large single doses as 500 ug. or more, early and significant 
rises in serum-vitamin-B,, levels were observed both in normal 
subjects and in pernicious-anzmia patients (Ross et al. 1954, 
Unglaub et al. 1954, Pitney and Beard 1954). 

In short-term 15-day trials with a-daily dose of 50 ug. 
of vitamin B,, alone, Chalmers and Hall (1954) reported 
haematological responses in six consecutive cases of 
pernicious anzmia in relapse. Similarly, Estren and 


Wasserman (1956) treated eight such patients with daily 
oral doses as low as 5—16°8 ug., and only one failed t» 
respond. Some long-term studies with oral vitamin B, 
alone have been made. Unglaub and Goldsmith (1955 
recorded satisfactory clinical and hamatological main- 
tenance in eleven patients with pernicious anemia whx 
weré given 3000 ug. of vitamin B,, alone at intervals of 
4 weeks over a period of 4-18 months. When Conley 
and Krevans (1955) and Reisner et al. (1955) gave oral 
doses of 1000 wg. at intervals of 1-4 weeks there was no 
evidence of clinical or hamatological relapse in their 
groups of fourteen and forty-three cases respectively. 

In this paper we describe an att&mpt to assess clinically, 
hematologically, and by serum-vitamin-B,, estimations 
the effects of giving daily oral doses of 20-500 ug. of 
vitamin B,, for periods varying from 15 days to 50 months. 
This is an extension of work previously reported (Chal- 
mers and Hall 1954). 


Materials and Methods 

Twenty-two cases of pernicious anamia in relapse were 
studied. 

All satisfied the clinical and haematological criteria for this 
diagnosis—namely, macrocytic anemia, megaloblastic bone- 
marrow, histamine-fast achlorhydria—and they had a serum- 
vitamin-B,, value below 60 ug. per ml. Two patients, however, 
did not have the last test performed. In the short-term series, one 
patient had significant involvement of the nervous system. All 
the patients were treated with oral vitamin B,, alone from the 
stage of relapse. —Twenty-one were given a short-term 15-day 
trial and eleven of them, plus one additional patient—case 11 
of Chalmers and Hall (1954)—were followed-up for a further 
6-50 months. 

The amount of oral vitamin B,, given ranged from 20 to 
500 ug. daily. It was taken in a single dose, usually first thing 
in the morning, but some patients took it either at midday or 
at night. Each patient took the same dose throughout the 
trial except two; in case 4 it was increased from 50 to 100 ug. 
at the end of the short-term study, and in case 9 the dose was 
reduced from 100 to 50 ug. after the first 15 days. Initially 
pure vitamin B,, in 15 ml. of water was prescribed, but for the 
long-term studies this was changed to a syrup containing the 
vitamin B,, in a 2-drachm dose taken from a standard measure. 
The syrup base contained 20°,, w/v sucrose, and a small amount 
of sodium carboxymethylcellulose, with colouring and 
flavouring substances. It did not contain d-sorbitol (Chow 
et al. 1958). 

The haematological techniques and the “range of normal 
values ’’ were those described by Dacie (1956). Hamoglobin 
was estimated by an oxyhamoglobin method with a photo- 
electric colorimeter calibrated so that “ 100°, Hb” = 148 g. 
of Hb per 100 ml. The serum-vitamin-B,, level was assayed 
by the Euglena gracilis technique (Ross 1952, Hutner et al. 
1956). Each specimen of serum was tested at least twice at 
dilutions of 1/20 and 1/40, and whenever possible two speci- 
mens from the same patient were assayed simultaneously. 

Serum from 120 normal people, aged 15-60, was tested, 
using identical methods of collection, storage, and assay, 
and gave a mean vitamin-B,, level of 390 ug. per ml. (S.p. 119, 
S.E. of mean 10-9), and a range of 130-750 wug. per ml. 
(Shinton 1958). 

Through the courtesy of Dr. John Mills, we were also 
able to test the serum-vitamin-B,, values in twenty pati- 
ents with pernicious anemia, who, after initial parenteral 
therapy, had maintained normal hemoglobin and red 
blood-cell values for 2 years while taking 100 yg. of oral 
vitamin B,, daily. These were compared with serum- 
vitamin-B,, values in fifteen patients, also with normal 
blood-counts, who were receiving 100 ug. of intramuscular 
vitamin B,, every month. 
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TABLE I—PERNICIOUS ANASMIA IN RELAPSE TREATED FOR 15 DAYS WITH DAILY ORAL DOSES OF VITAMIN By, 


oral Red blood-cells Packed-cell Serum-vitamin-B,, 
Case ge dose of (g. per 100 m (million per c.mm.) volume (°, (uug. per ml.) : . 
no. Sex yr. vitamin B,, — reticulocyte 
ug.) 0 15 days 0 15 days | 0 15 days 0 15 days | **ponse< 0) 
| 20 44 84 0-94 219 | 12 2 23 
2 FE 78 25 74 91 1-7 2:16 23 28 35 75 68 
3 M 61 50 11-8 14-2 29 427 37 : 41 35 
4 M 72 50 62 86 145 22 21 29 25 69 
60 100 53 5-7 1:27 16 16 17 50 75 65 
6 M 67 100 lll 11-1 311 3-31 34 “34 15 85 
7 F 43 100 59 9-0 1-64 2:71 20 31 35 21 
8 M 63 100 67 55 1-7 1-35 19 15°55 20 60 10 
Q M 64 100 8-6 11-0 22 315 24 33 50 
10 M 46 200 12:3 145 2-84 3°87 37 45 20 10°5 
11 46 200 67 9-8 1:46 2-92 20 32 25 90 25 
12 M 82 200 43 78 1-00 2:20 12 24 30 180 34 
13 M 45 200 8-1 12:3 1-88 3-07 24 39 30 ll 
14 F 65 500 49 9-2 1-25 3-05 16 32 25 260 23 . 
15 M 57 500 45 8-0 1-01 2°51 14 29 20 280 44 
16 M 72 500 61 8-6 1:36 2-06 18 27 35 2890 33 
17 M 60 500 63 10-5 1-48 294 19 34 30 490 23 
18 M 43 500 39 62 1:30 2°80 16 26 30 260 26 
19 M 67 500 115 13-2 2:70 339 36 39 20 280 15 
20 M 53 500 3-4 8-0 1-06 2:10 11 25 50 250 33 
21 F 56 500 59 8-5 1-50 2:70 17 29 30 210 32 
Results ug. of vitamin B,, showed uniformly successful and prompt 


Short-term 15-day Trials 

Table 1 summarises our results from the twenty-one 
cases of pernicious anemia treated with oral vitamin B,, 
alone for 15 days. Of the thirteen who had daily oral 
doses of between 20 and 200 ug., all but three (cases 5, 6, 
and 8) showed a variable, but sometimes remarkable, 
haematological improvement. In one of those not res- 
ponding by the 15th day (case 5) there was a delayed 
response (fig. 1). In this patient, who had a daily oral dose 
of 100 ug. of vitamin B,,, no reticulocyte peak was seen 
until the 21st day and the serum-vitamin-B,, level was not 
normal until tested on the 35th day. Unfortunately, in the 
two other 
patients(cases 
6 and 8) who 
did not res- 
pond within 


ORAL 100 pig. daily 


SERUM-B per mi 
50 75 80 230 


BONE MARROW Mainl 
Megaloblastic normoblastic 15 days, it 
9+ | 4 Was not pos- 
sible to con- 
2 S 6 4 tinue oral 
therapy. 
Nevertheless, 
oa 4 of seven pati- 
+§ ents (cases 2, 
Ss at 4 5,6,8, 11-13) 
8 whose serum- 
<< 1} 4 vitamin-B,, 


level was 
tested on the 
15th day, only 
one (case 12), 
who was hav- 
ing 200 ug. 
4 daily, showed 
a value within 
4 the normal 
range. 

4 All the 
eight patients 
(cases14—21) 
treated daily 
with an oral 
dose of 500 
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Fig. 1.—Delayed response to a daily oral dose of 100 
ug. of vitamin B,, (case 5). 


hematological responses, and a striking increase in the 
serumi-vitamin-B,, level (fig. 2) which was well within 
the normal range by the 10th day, and higher on the 
15th day. Fig. 3 shows the maximum serum-vitamin-B,, 
levels reached by the 15th day in three patients (cases 5, 
6, and 8) receiving 100 ug. of oral vitamin B,, daily, in 
three patients (cases 11-13) receiving 200 ug. daily, and 
(the shaded area) the range in eight patients (cases 14-21) 
receiving 500 yg. daily. 


Long-term Studies 

Twelve cases had uniform doses of oral vitamin B,», 
from the stage of relapse (table 11). 

Long-term therapy of 50 yg. was given daily to three 
patients (cases A, 
3, and 9) for peri- 


ORAL Biz 500 Bg. daily 


SERUM-Bi2 mag. per nl ods of 50, 21, or 22 
seeegsssssss months. All had 


logical values 
within 2 months, 
but none main- 
tained a satis- 
factory serum- 
vitamin-B,, level 
throughout the 
trial. Though they 
all kept in excel- 
4+ lent health during 
the period of 
supervision, one 
(case A) showed a 
slight fall in 
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( mill. per cmm.) ( 9. per 100 mi.) 
i i 


Hb. 


> 
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5 


hemoglobin and 
red blood-cell 
values by the 45th 
| month of treat- 

ment. 
| Three patients 


(cases 4, 5, and 7) 
having 100 ug., two 
(cases 10 and 12) 
having 200 ug., 
and four (cases 


Ge 


DAYS OF TREATMENT 


Fig. 2.—Initial 15-day response to a daily 
oral dose of 500 g. of vitamin B,, (case 18). 
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14-16, and 18 
having 500 ug. of 
oral vitamin B,, 
daily for periods 
of from 6 to 26 
months reached 
and maintained 
serum-vitamin-B,, 


levels within the od 4 
100 jg. dail 
range of normal a 


w 
o 
+ 


SERUM -B ( per m/.) 


reports about the absorption of orally administere:! 
vitamin B,, are concerned with the function of intrinsi 
factor, which has not yet been isolated in a pure state 
Our results relate to the absorption and effects of pur: 
vitamin B,, without the addition of any substance know: 
to promote its intestinal absorption. Normal people and 
pernicious-anemia patients may vary considerably in 
their capacity to 
absorb vitamin 
B,, from the intes- 


100yg.1M. | 


ORAL 500 ug daily every 2 whs | 


tinal tract (Ross et 


table ll and fig. 0 
Three of these DAYS OF TREATMENT 
patients (cases 12, 
16, and 18) had 
hemoglobin 
values below the 
lower limit of our “ normal range ”’ 
ml.), but in two of them (cases 16 and 18) this value did 
not rise after changing to intramuscular therapy. We know 
that case 12 had defaulted in taking regular oral treatment. 

Eight patients (cases 3, 4, 7, 10, 14-16, and 18) were 
followed-up after changing from oral to intramuscular 
vitamin-B,,-maintenance therapy (table 11 and fig. 4). In 
only one (case 3), who was previously taking 50 .g. of oral 
vitamin B,, daily, was there any material difference in 
serum-vitamin-B,, values. One patient (case 4) had a 
slightly lower hemoglobin when taking 100 ug. of oral 
vitamin B,, but the serum-vitamin-B,, value was normal. 
No neurological or other complications developed in any 
case during this trial. 

The results of the serum-vitamin-B,, estimations on 
Dr. Mills’ patients are shown in table 1v. There was no 
striking difference between the serum-vitamin-B,, levels 
of the group maintained by oral vitamin B,, and the 
group who had intramuscular vitamin-B,, therapy, either 
in the range of individual values or in relation to the mean. 


Fig. 3.—Serum-vitamin-B values in re- 
lation to the size of the daily oral dose of 
vitamin B,, during the first 15 days of 
treatment. 


13-5 g. per 100 


Discussion 

Any attempt to assess the practical significance of 
publications reporting enhanced absorption of oral 
vitamin B,, when administered with animal sources of 
intrinsic factor, or with additives such as d-sorbitol, or in 
a complex such as vitamin-B,,-peptide, is confused by 
the fact that they refer to different materials given in 
different dosage schedules. Moreover, the results are 
derived from different methods of observation as well 
as from different methods of serum-vitamin-B,, assay and 
radioactive isotope techniques. Above all, it is impossible 
to relate many of these observations with what might have 
resulted from administration of vitamin B,, alone. Most 


TABLE II—-LONG-TERM MAINTENANCE THERA 


Values at beginning of trial 


Pag. per mi. 


85 8 


» 


al. 1954, Unglaub 
et al. 1954, Dosch- 
erholmen and 
Hagen 1957). 
Although 
Ungley (1950) in 
his early review 
suggested that 
smaller oral doses 
were often unpre- 


dictable in their 5S} 4 
effect on pernici- 
ous anemia, 
others have 3} q 
shown that daily 
doses of 50 ug. or 


even less can pro- 
duce significant 
clinical and 
hematological 
improvement in a 


Ho 
( g.per 100 mi.) 
@ 


REO CELLS 
( mill. per c.mm.) 


20+ 


not inconsiderable 

tients. Estren and MONTH OF TREATMENT 


Wasserman (1956) Fig. 4.—Initial remission and maintenance 
thought that par- with 500 ug. of oral vitamin B,, daily; 
tial rather than later 100 «g. of intramuscular vitamin B 

was given every 2 weeks (case 14). 
complete changes 


in gastric secretion (Goldhamer 1936, Campbell et al. 
1949) might be responsible for the varying effect after such 
low doses of vitamin B,, by itself. In our series of 
twenty-one cases of pernicious anemia in relapse, treated 
with oral vitamin B,, alone in doses varying from 20 to 
500 ug. daily, all but three showed hamatological 
improvement in 15 days (table 1). As already mentioned, 
one of them showed a delayed response to continuous oral 
therapy, but in the other two it was not possible to 
continue the trial beyond the 15th day. 


PY WITH DAILY ORAL DOSES OF VITAMIN B,, 


Values at end of trial 


Daily oral Duration of 
Case Sez Age Red blood- Packed- Serum- dose of exieneunent Red blood- Packed- Serum- 
no yr Hb (g. per cells ce vitamin- vitamin B,, we Hb (zg. oe cells cell vitamin- 
100 mil million volume B ug : 100 m million volume B,, (sug. 
per c.mm per ml per c.mm ¥ per ml 
°A F 58 10-4 26 33 50 50 12-2 467 42 70 
3 M 61 114 29 34 35 50 21 13-8 4.98 44 110 
+ M 64 8-6 2-2 24 50 50 22 150 5:33 43 140 
4+ M 72 62 1-5 21 25 100 14 138 47 45 550 
5 M 60 53 1-27 16 50 100 26 143 47 44 260 
7 F 43 59 1-64 20 5 100 17 14:3 47 45 330 
10 M 46 12:3 2-84 37 20 200 17 15-4 5-2 49 280 
12 M 82 43 1-00 12 30 200 6 13-0 45 42 220 
14 F 65 49 1-25 16 25 500 9 15-4 5-2 46 610 
15 M 57 45 1-01 14 20 500 6 153 53 51 460 
16 M 72 61 1% 18 45 500 12 13-3 46 44 250 
18 M 43 39 1-30 16 30 500 4 13-2 45 42 250 
* Case A = case 11 of Chalmers and Hall (1954). 
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TABLE III—EFFECT OF CHANGING MAINTENANCE THERAPY FROM THE ORAL TO THE INTRAMUSCULAR ROUTE 


Values at end of trial of oral 


maintenance therapy 


Daily oral Duration Red 
| | vitamin B,,| ment | Hb | | Packed- 
“g.) (million volume 
per (%) 
c.mm.) 
“3 6 50 21 13-8 
4 |M | 22 100 4 13-8 45 
7 100 17 43 | 47 
10 | M 4 200 17 | 52 
14 65 500 9 154 
16 | 57 500 6 1. | 
16 | 500 12 139 | 4 “4 
is im| @ 500 9 132 | 45 


Values after intramuscular 
maintenance therapy 


Red 
muscular treat- 
Serum- ment | Hb logd- | Packed-  Serum- 
B,, (uug (mos.) (million volume By, (mug. 
per ml.) ¥8-) : per (%) per ml.) 
¢.mm.) 
110 250 7 143 5-24 47 450 
550 100 24 156 49 48 450 
330 100 12 14-0 5-2 44 550 
280 100 g 15-5 49 47 250 
610 100 12 155 5-4 455 290 
460 100 9 149 5-12 48 300 
250 250 3 13-2 477 42 360 
250 250 2 13-2 48 41 160 


Hzmatological and clinical remission can occur before 
the serum-vitamin-B,, level reaches the normal range, 
and this was only attained within 15 days in patients 
taking a daily dose of 500, ug. These observations add 
further weight to the view that the use of extraneous 
sources of intrinsic factor, or of additives thought to 
enhance absorption of the vitamin in a complex form, is 
not essential for absorption of orally administered vitamin 
B,. by patients with pernicious anemia. Vitamin B,», 
given alone is absorbed, and in adequate amounts is 
effective. Even very small daily oral doses are capable of 
producing a hematological effect, although the response 
may be slow. 

Glass et al. (1954), as a result of radioactive vitamin-B,,- 
absorption studies, postulated an intramural intestinal 


TABLE IV-—-SERUM-VITAMIN-B,, VALUES IN PERNICIOUS ANAXMIA DURING 
COMPLETE CLINICAL AND HAMATOLOGICAL REMISSION 


Serum-vitamin-B,, level 


Maintenance 7 : 
therapy Dose of vitamin B,, (uug. per ml.) 
Range Mean 
Oral (20 cases 100 for 
160 
(15 cases * 2 years 110-380 230 


* Serum was collected from patients immediately before the next injection 
was due. 

“* vitamin-B,, acceptor ”’ which, with increasing saturation, 
would limit intestinal absorption of vitamin B,,. In his 
review, Glass (1956) states that this block of intestinal 
absorption becomes complete in pernicious anemia, both 
in relapse and in remission. But, within the dosage range 
which we employed (20-500 ug. daily), there was 
evidence of more rapid absorption with progressive 
increase in dosage, so that absorption is possibly 
achieved by a “ mass action ”’ leading to diffusion through 
the intestinal wall. It is therefore apparent that there 
is more than one mechanism for the intestinal absorption 
of vitamin By». 

Proof that the serum-vitamin-B,, level reflects the 
degree of tissue saturation is still lacking, but maintenance 
of a normal value is an essential aim of long-term therapy. 
Our long-term trials (table 11), and the serum-vitamin-B,, 
levels found in the patients under Dr. Mills’ care (table tv), 
indicate that serum-vitamin-B,, and hematological values 
can be held in patients who cooperate by taking oral 
vitamin B,, daily. However, we think that the dose 


should be at least 100 ug. daily, and that this could be 


increased with advantage. The importance of daily, 
rather than weekly or monthly, dosage is shown by Conley 
and Krevans (1955) and Reisner et al. (1955). These 
authors found that with doses of 1000 ug. given at inter- 
vals of 1—4 weeks, several patients after varying periods 
showed a decline in serum-vitamin-B,, level although 
their hemoglobin and red blood-cell values remained 
within normal limits. 

In an earlier report (Chalmers and Hall 1954) the 
opinion was expressed that, despite good clinical responses, 
oral therapy was not to be recommended for routine 
management of pernicious anemia. We are still of 
the opinion that regular intramuscular injection of 
vitamin B,, is the most reliable method of ensuring a 
rapid response. Regular attendance for injections and 
clinical supervision afford ideal control and this is the 
best way of avoiding relapse. Even though patients may 
begin oral therapy with the best of intentions, it is likely 
that some will not fully carry out their instructions. But 
in special circumstances, such oral therapy as we have 
described may be indicated, provided the patient cooper- 
ates. In earlier cases we instructed patients to take the 
dose each morning, but this, though convenient and less 
likely to be overlooked, is not essential (see also Estren 
and Wasserman 1956). 

We hope that these observations may go towards meeting 
the need for control studies with oral vitamin B,, alone 
(Castle 1958, Green and Latner 1958, Herbert et al. 1958) 
upon which basis the experience gained with various 
additives might be evaluated. 


Summary 

Further evidence is presented that oral vitamin By». 
alone can be absorbed and utilised by patients suffering 
from pernicious anemia. 

The larger the daily oral dose the more prompt is the 
response and the return of the serum-vitamin-B,, level to 
the normal range. 

Long-term studies, including serum-vitamin-B,, esti- 
mations, show that daily oral doses of 100 ug. or more 
of vitamin B,, can be effective in maintenance therapy. 

There can be hematological and clinical remission 
without return of serum-vitamin-B,, level to normal. 

Parenteral therapy with vitamin B,, is still the most 
reliable method of ensuring freedom from relapse in 
pernicious anemia, but with the close cooperation of the 
patient oral treatment taken daily may be effective. 


Our thanks are due to the physicians who referred cases for 
these prolonged clinical trials; to the patients for their cooperation; 
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John Mills of Reading for sending specimens; to Dr. D. L. 
Mollin for serum-vitamin-B,, assays in earlier cases; to our technical 
staff, and particularly Miss A. Noirit, for their valuable assistance; 
and to Glaxo Laboratories Ltd. for supplying the vitamin B,,. 


to Dr. 
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VITAMIN B,, IN PERNICIOUS ANAMIA 
INTRAMUSCULAR OR ORAL? 


E. H. HEMSTED JOHN MILLs 
B.A., M.B. Cantab, D.C.P. M.D. Manc. 
ASSISTANT PATHOLOGIST PATHOLOGIST 


ROYAL BERKSHIRE HOSPITAL, READING 


SINCE 1934 maintenance treatment and supervision of 
pernicious-anzmia patients at the Royal Berkshire 
Hospital has been carried out in a special clinic held at 
four-week intervals. Treatment is given at each attendance 
and red-cell and hemoglobin estimations are made at 
alternate attendances. Patients have been on controlled 
maintenance treatment for as long as twenty-five years. 

When liver extracts were given by injection we had much 
trouble from relapses, even though all the extracts had 
previously been proved active by clinical tests. One crude 
extract maintained satisfactory hemoglobin and erythro- 
cyte levels in all patients treated with a monthly dose con- 
taining active principle extracted from 10 g. of liver; but, 
though this seemed to be the most effective remedy then 
available, its efficacy eventually diminished. The manu- 
facturers of liver extracts seemed unable to make a 
product of constant potency, and this made it essential 
that treatment should be controlled by haemoglobin 


TABLE I-—-EFFECT OF CHANGING MAINTENANCE DOSE OF VITAMIN By, 
ug. per month Raised Lowered No change 
1950 20 
200 1 23 
100 0 1 31 


TABLE II-—-EFFECT OF GREATLY INCREASING MAINTENANCE DOSE 


Erythrocytes Patients receivin Patients receivi 
(million per c.mm. ) 100 ug. per mont 1000 ug. per mont 
40 7 (8%) 7 (9%) 
45 21 (26%) 26 (31%) 
50 29 (36%) 32 (39%) 
5-0 24 (30%) 17 (21%) 
Total 81 82 


and erythrocyte estimations every two or three months. 


B,, by Injection 

By January, 1951, we had treated three groups of 
patients for at least one year by monthly intramuscular 
injection of vitamin B,, in doses of either 20, 40, or 80 ug. 
(Mills and Hemsted 1951). None had relapsed and all 
had been better in every respect than when they had liver 
extract. Our patients receiving the larger dosage showed 
higher hemoglobin and erythrocyte levels, but we recog- 
nised that this point needed further investigation. In 
later years, therefore, doses were varied upwards and 
downwards, though none was reduced from the higher 
levels to 20 ug. per month. No significant change in red- 
cell level was produced in any of the groups except 
when the 20 ug. dose was increased to 200 ug. (A change 
of 0-5 million red cells per c.mm. was regarded as 
significant.) 

Table 1 sets out the changes in erythrocyte levels after 
variations in vitamin-B,, dosage in a group of 32 patients 
during the period 1950-1954. 

34 patients (24 who had been having 40 ug. per month 
and 10 who had been having 80 ug.) were treated for two 
years with 1000 ug. per month, but no significant change 
in hemoglobin and red-cell levels was apparent from this 
large increase. 

From these observations it was concluded that increase of 
the dose beyond 100 yg. per month is unlikely to be bene- 
ficial; and, in fact, during a period of five years, no relapse 
occurred in any of 43 patients treated throughout with 
100 ug. by intramuscular injection. The results of treat- 
ment during 1953 with doses of 100 ug. and 1000 yg. 
per month are set out in table 11. 

During five years 180 patients were under observation, 
119 of them throughout the period. All were treated with 
intramuscular injections of vitamin B,, in doses of 20 ug. 
per month, or more, and none relapsed—trelapse being 
defined as a red-cell level persistently below 4-0 million 
per c.mm. This experience was unprecedented in the 
history of the clinic. 


B,, by Mouth 

Megaloblastic anemia has been treated successfully 
with vitamin B,, by mouth. Chalmers (1954) and Heath- 
cote and Mooney (1958) give extensive references to the 
literature concerning the relation of vitamin B,, to 
Castle’s factors and its use in the oral treatment of 
pernicious anemia (see also Lancet 1957, 1958). 

During 1955 and 1956 the patients attending the clinic 
were divided into two groups—the one treated with 
100 ug. B,, once a month by inttamuscular injection, the 
other with 100 ug. daily by mouth. 

The oral preparation was an elixir containing 50 mg. per 
teaspoonful. Each patient was supplied with a standard tea- 
spoon and was instructed to take two teaspoonfuls each morn- 
ing on wakening and to take no food or drink for one hour 
afterwards. The elixir was supplied in bottles each containing 
enough for a month. At each visit to the clinic hemoglobin 
and erythrocyte estimations were made: the patient was 
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TABLE III-—EFFECTS OF ORAL AND INTRAMUSCULAR TREATMENT 
COMPARED 


Patients receivi 
100 ug. per 


Patients receivin, 


Erythrocytes 100 ug. per day 


(million per c.mm.) by mouth by injection 
40 2 (8%) 5 (6%) 
45 18 (25°5%) 31 (387%) 
50 30 (42%,) 26 (31%) 
50 21 ) 22 (26%) 
Total 84 


* Dose varied between 100 and 150 ug. per day. 
supplied with enough elixir to last two months and was told to 
return at the end of that time. Even though a standard measure 
was supplied, consumption of the elixir varied between two and 
three bottles in the two months; but no patient consumed less 
than one bottle per month. 

On this regime no patient relapsed, and the hemoglobin 
and red-cell levels of the two groups, compared in table 111, 
show no significant difference. Certainly it is quite clear 
that the oral group fared no worse than those receiving 
intramuscular injections. 

In a number of patients from each group the vitamin-B,, 
level of the serum was assayed at the end of the two years. 
(Unfortunately, a month before the samples were collected 
for assay, some of those receiving parenteral treatment 
had been given a supplement of 10 mg. of folic acid 
daily.) Blood samples were collected from the parenteral 
group immediately before an injection. The assays were 
carried out by Dr. N. K. Shinton at the Queen Elizabeth 
Hospital, Birmingham. The results (table rv) support the 


TABLE IV-——-ASSAYS OF VITAMIN B,, IN SERUM 


Intramuscular group 


Vitamin By Oral 
(ung. per mil. 
, group Vitamin B Vitamin B, 

only + folic | acid 
100- 200 1 2 - 
200- 300 12 10 4 
300— 400 6 2 4 
400- 500 1 ee 1 
500— 600 
600-— 700 2 
70% 800 1 
800— 900 
900-1000 1 
Toral 20 15 12 


previous conclusion that there is no significant difference 
between the two groups. 

We hoped to carry this investigation further by con- 
tinuing the fasting oral treatment of the one group and 
changing the intramuscular group to oral treatment along 
with a meal. But the experiment had to be ended before 
this could be done. = 

Summary and Conclusions 

For maintenance treatment in pernicious anemia a 
monthly intramuscular injection of 100 ug. of vitamin B,, 
was entirely satisfactory. No advantage in a higher dose 
has been apparent. 

Over a period of two years a group of 71 patients taking 
a daily dose of 100 ug. by mouth an hour before breakfast 
were maintained at least as well as a group of 84 patients 
receiving a monthly intramuscular injection of 100 ug. 

Thanks are due to the clinical staff of the Royal Berkshire Hospital 
for free access to patients and to Dr. N. K. Shinton, of the Queen 
Elizabeth Hospital, Birmingham, for the serum-B,, estimations. 
Supplies of liver extracts and vitamin B,, preparations, together with 
much help and encouragement, have been given by Messrs. Glaxo 
Laboratories. 
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THE MANAGEMENT OF 
DUODENAL-STUMP FISTULA 
KENNETH CHAMBLER 
M.B. Edin., F.R.C.S.E. 

LATE SENIOR HOUSE-OFFICER, ROYAL INFIRMARY, EDINBURGH 


AN external fistula arising from a leaking duodenal 
stump increases the morbidity and mortality of the Polya- 
type gastrectomy. The true frequency of this complica- 
tion is unknown, but the number may be increasing now 
that emergency gastrectomy is performed more often. 
Most of these fistula heal spontaneously on conservative 
treatment, although they require prolonged and often 
difficult nursing care. A minority of patients get worse 
and finally succumb. 

The principles of management—suction of the fistula- 
fluid, protection of the skin, and general supportive 
therapy—have been well summarised by Bartlett and 
Lowell (1938). The cases to be described illustrate some 
of these principles and show the irnportance of posture. 


Dangers of Duodenal Fistula 

Duodenal juice plays a vital role in the digestion of 
proteins and fats. 

Erepsin, secreted by the small intestine, may act on small 

peptone molecules, but whole protein can be broken down only 
by pancreatic trypsin or by the weaker gastric pepsin. The 
latter is much reduced by gastrectomy. Fat breakdown and 
absorption is impaired by the combined loss of bile and of 
pancreatic lipase. 
Loss of duodenal juice thus leads to negative nitrogen 
balance, reduced calorie intake, and rapid loss of weight. 
Water and electrolyte imbalance results, moreover, from 
loss of sodium chloride and of alkaline fluid. Finally, 
duodenal juice contains a mixture of enzymes which, 
under suitable conditions, can digest the skin. All three 
of these hazards are directly proportional to the volume of 
fluid lost through the fistula. 


Choice of Treatment 

Whether the fistula is initially treated by operation or 
by conservative methods depends largely on its type and 
mode of presentation. 

If the initial fistula volume and the character of the stools 
suggests a complete or near-complete obstruction of the 
afferent loop, then the treatment is early surgical correction. 
Where there is no obstruction, conservative treatment is the 
method of choice (Brown et al. 1950). 

The fistula may present in one of tfiree ways. First, if the 
abdomen has been drained at gastrectomy, the duodenal 
contents may appear through the drainage-tube. Second, they 
may appear spontaneously through the abdominal wound. 
Third, the fistula may follow drainage of a subphrenic abscess. 

In 3 of the 5 cases here presented the fistula arose 
insidiously, the duodenal contents were mixed with pus, 
and the track was slow in forming. The true nature of the 
discharge was recognised only after the skin had become 
excoriated and when biochemical tests showed the 
presence of both bile and pancreatic enzymes. These 
tests also helped to distinguish duodenal from purely 
pancreatic or biliary fistule. 


Conservative Management 

All cases were treated conservatively—that is, the 
uriginal Polya-type anastomosis remained intact. 
Feeding the Patient 

Since closure of the fistula may take a considerable 
time—the average in the present series was twenty days— 
it is essential that the patient should be fed and that the 
food should be absorbed. The food was given by mouth 
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whenever possible, but jejunostomy was considered both 
in the early and in the later phases of the illness. If, at 
the onset, methylene-blue given by mouth appeared in 
the fistula fluid, a jejunostomy was performed to ensure 
that the fistula was not aggravated or maintained by oral 
feeding. Indications later were progressive loss of weight 
and large volumes of fistula fluid. Duodenal contents and 
food were then returned together through the jejunostomy 
to avoid the discomforts of prolonged nasogastric intuba- 


ANATOMY OF DUODENUM WITH LEVELS tion. Jejuno- 
stomy was 


ui —— “TRANS PY LORIC Unseceseary 
PLANE after the fis- 
BILE DUCT ee tula volume 
so 

a PANCREATIC ODUCT ACHMENT was reduced 

L2 by posture. 

Posture 

DUODENUM The ana- 
= tomy of the 


duodenal 


FISTULA SITE stump after a 


Li 
retrocolic gas- 
trectomy is 
grammatically 
in fig. 1. The 


duodenum 
with the affer- 
ent and effer- 
ent limbs of 
the anasto- 
mosis may be likened to a “ U ”’, with the stump at the 
level of vertebra L1 and to the right, the anastomosis in 
the mesocolon at the level of 12 and to the left, and the 
ampulla of Vater between them. The actual levels are, of 
course, inconstant; but the duodenal stump is retro- 
peritoneal and fixed, the anastomosis is intraperitoneal 
and mobile, and their anatomical relationship can be 
influenced by posture. After a retrocolic gastrectomy 
hydrostatic pressure will tend to keep the stump dry 
so long as the patient is in the vertical position; and, after 
both antecolic and retrocolic anastomosis, so long as he 


FLUID LEVELS IN UPRIGHT POSITION 
Fig. 1—Anatomy of the duodenal stump after 
retrocolic gastrectomy. 
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Pig. 3—Variations in fistula volume in case 2. 
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Fig. 2—Variations in fistula volume in case 1. 


remains lying on his left side with the head of the bed well 
raised. 

The influence of the vertical and raised lateral positions 
on the fistula volume is shown in figs. 2-4. That the 
diminishing loss was not due to spontaneous healing was 
shown when the patients were nursed supine for one day. 
During that day their fistula volumes significantly 
increased. Since weakness is one of the reasons why 
patients have to lie flat, and since the supine position 
increases their fistula volumes every effort should be made 
from the start to prevent their losing weight and to main- 
tain their strength (fig. 5). 

Surface Suction 

Efficient collection of fistula fluid is important for 
three reasons. First, to assess the volume of fluid lost 
through the fistula; second, to allow the discharge to be 
returned to the alimentary tract; and finally, to prevent 
skin excoriation. The surface-suction equipment should 
not be liable to kinking, it should require little nursing 
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Fig. 4—Variations in fistula volume in case 5. 
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DUODENAL FISTULA 
( BILE & PANCREATIC ENZYME ) 


FURTHER RECUMBENCY FOOO 
FROM WEAKNESS 


DEATH 
Fig. 5—The cycle of events. 


attention, it should be able to drain off spurts of fistula 
fluid, and it should not maintain the patency of the 
duodenal stump. Suction therefore must not be through 
a single hole, and the tube should abut on the skin 
opening and not lead directly into the tract. The appli- 
ance shown in fig. 6 can be made from polyethylene sheet 
which cuts with scissors and melts easily under red heat. 

When the fistula followed drainage of a subphrenic 
abscess, sump suction wa’ satisfactory. This might also 
have been used had any of the fistula appeared through 
the track of the original drainage-tube. In my experience, 
when the fistula arises spontaneously the tortuosity of the 
tract precludes its use. A modification of Farquharson’s 
(1954) rubber-catheter suction can be used instead. 

The short, oblong perforation is made in the concavity of 
the bend, so that maximal suction is nearest the fistula’s surface 
opening. When this first perforation becomes immersed in a 
spurt of fluid, suction continues through the more distal holes 
(fig. 7). 

Protection of the Skin 

The most important means of preventing excoriation of 
the skin is efficient suction. Once this was established 
in our patients the type of dressing to the skin depended 
on whether excoriation had already started or not. 
To the intact skin any protection could be applied— 
for example, ‘ Sleek’, ‘ Durafix’, or aluminium paste. 
In most cases, however, excoriation had already begun 
and a wet, weeping surface failed to hold impervious 
dressings. Buffer-paste, which acts by maintaining an 


Suction apparatus 


anchored through 


Polythene sheet 


leaF in rubber bung Contre leaf raised 
Elastic webbing 
round trunk 


Aperture For 


Polythene sheath 
Fistula area 


preventing soiling 


Perforated polythene tubing 
For milk irrigation lying 
under sheet 


To milk drip 


Fig. 6—Appliance which exposes the fistula, anchors surface- 
suction, provides milk irrigation to the skin if necessary, and 
generally facilitates nursing. Exposure prevents the pooling of 
enzymes at an “incubating” atmosphere around the fistula 


opening. 


unfavourable pH for the action of duodenal enzymes, gave 
little protection and was itself an irritant. Diluted 
skimmed milk, on the other hand, by virtue of its protein, 
fat, and sugar content, competed with the skin for the 
enzymes of the fistula fluid, and it was capable of healing 
excoriated skin or of preventing excoriation. It also 
relieved all burning discomfort. Whether the milk was 
applied as soaks or by actual irrigation depended on the 
degree of excoriation or on the tendency to excoriation. 


Case-reports 

Case 1.—A man aged 31 developed a duodenal fistula after 
a retrocolic gastrectomy for an acute-on-chronic duodenal 
ulcer. The fistula presented spontaneously through the 
abdominal wound. The nature of the discharge was recognised 
biochemically and the methylene-blue test was negative. At 
first the fluid volume from the fistula was not large, and the 
patient was treated conservatively without returning the col- 
lected duodenal contents. He lost weight gradually and the 
fistula fluid increased. Jejunostomy was performed on the 
eighteenth day 


the URFACE SUCTION 
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required care- 
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ment; other- 
wise a sprue- 
like syndrome 
developed. 

The patient 
did not gain weight and he had no formed stools unless the 
collected fistula fluid was returned mixed with his jejunostomy 
feed; and intestinal hurry could only be avoided by giving 
it in the form of a drip. Before feeds the collected fistula 
fluid was stored on ice, mixed with milk and a proprietary 
food (‘Complan’); and the whole was pasteurised before 
administration. This lessened the risk of enteritis without 
denaturing the important pancreatic enzymes. The skin—at 
first greatly excoriated—was healed by milk irrigation and 
surface suction. Later suction and milk-soak dressings were 
adequate. The response of his fistula volume to posture is shown 
in fig. 2. On this regime the fistula dried after fourteen days. 

Case 2.—A man aged 66 developed a duodenal fistula 
following retrocolic gastrectomy for hemorrhage. He was 
nursed in the vertical position from the onset, the methylene- 
blue test was negative, and oral feeding without intravenous 
therapy could be maintained throughout the illness. “5+ 
effect of posture is shown in fig. 3. The skin was adequ , 
protected by milk-soak dressings, changed three times in 
twenty-four hours. 

Case 3.—A man aged 51 presented with stump leakage during 
drainage of a subphrenic abscess after antecolic gastrectomy. 
Sump suction was instituted and the unexcoriated skin around 
the tube was protected with durafix. The fistula fluid was not 
much increased by a twelve-hour trial with the patient supine, 
but the lateral position was not tried. The average daily loss 
of duodenal contents was 350 ml. Weight was maintained on 
oral feeding, and the fistula healed with little difficulty. 

Case 4.—A man aged 39 presented with a stump fistula 
after a retrocolic gastrectomy. He was nursed in the vertical 
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Fig. 7—Sump and surface suction. 
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position from the beginning. The fistula volume was very 
small throughout and healing took place in sixteen days. The 
fluid loss from the fistula was not measured in the supine 
position. 

Case 5.—A man aged 44 was admitted for partial gastrec- 
tomy because of chronic duodenal ulcer. After a difficult 
antecolic Polya-Hofmeister gastrectomy a subphrenic abscess 
developed which was explored on the eighth postoperative day. 
It was found to contain duodenal contents. Sump suction was 
applied to the space adjacent to the duodenal stump. The skin 
wound was closed around the sump drainage-tube. The skin 
was protected with a cellulose-spray dressing and was exposed 
to the air. The methylene-blue test was negative, and the 
patient was fed fully by mouth. In the early postoperative 
management a feed prepared from collected duodenal contents 
(made up to | litre) was dripped by an intranasal tube by night. 
On the 8th day of suction the patient was turned from the 
supine to the left lateral position with the head of the bed well 
raised (fig. 4). After eight days’ posture the fistula had dried. 
The patient was discharged, with all wounds healed, on the 
twenty-fifth day after the original gastrectomy. At no time 
was the skin excoriated. 

Summary 

The conservative management of duodenal-stump 
fistule after gastrectomy is discussed. 

The aims of treatment are: (1) to provide adequate 
food and to ensure its absorption; (2) to reduce by posture 
loss of fluid from the fistula; and (3) to protect the skin 
by milk or impervious dressings and by efficient surface 
suction. 

A new appliance is described which makes nursing 
easier. 

I wish to acknowledge with gratitude the advice and encourage- 
ment given in the treatment of the patients and in the preparation of 
this paper by Mr. K. Paterson Brown, Mr. J. R. Cameron, and 
Mr. T. J. McNair, and to express my thanks to Mr. H. Porter for 
demonstrating case 3 to me, and to Mr. A. E. Stevens for allowing 
me to treat case 5. 
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PROGNOSIS OF LIMB INEQUALITY 
FOLLOWING PARALYTIC POLIOMYELITIS 
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LAMING EVANS SENIOR ORTHOPADIC RESEARCH FELLOW, 
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SHORTNESS of one leg following an attack of polio- 
myelitis in childhood is related in general to asymmetry 
in the residual lo-ver-limb paralysis. Strictly unilateral 
involvement in poliomyelitis is rare; but the limbs are 
usually affected unequally, and recovery in the more 
paralysed member is usually slower and less complete. 
In the first year after the onset of the disease the more 
paralysed leg is often the longer (Ring and Ward 1958), 
but as time passes the growth of this leg is reduced and 
it becomes relatively shorter. In some patients this 
shortening is slight and of little importance, and it often 
makes walking easier. In others, where the shortening is 
more severe, the inequality of leg length may be the major 
clinical problem. In a few the growth of the paralysed 
leg is grossly retarded, and the limb may end up as a 
useless and withered appendage. 

Exactly why bone growth is depressed after polio- 
myelitis is undecided, but in most patients the disturbance 
of growth appears to be proportional to the difference in 
muscle power between the legs. Stinchfield et al. (1949) 


used this difference as the basis of a table for predicting 


limb equality, but the method is cumbersome and not 
very accurate. 
Method 

At the Hospital for Sick Children, Great Ormond Street, 
radiographic records of limb length after poliomyelitis have 
been kept for many patients since 1950, and some of these 
measurements have been made annually for many years. In 
addition to assessment of muscle strength, relative wasting 
of the limbs, and leg length, each patient attending the ortho- 
pedic clinic with residual weakness of one or both legs 
following poliomyelitis has had a scanogram performed at least 
once. Bone length has been measured from the upper part 
of the femoral head to the intercondylar notch, and from the 
intercondylar notch to the upper surface of the talus ; the second 
measurement is taken as an indication of tibial length. By 
expressing bone lengths separately, the difficulties of variations 
in the tibiofemoral angle at the knee are overcome. Although 
the growth of the foot is also disturbed after poliomyelitis, 
accurate measurement of its growth is difficult, and this 
measurement is not included. 

In this series 115 patients have been studied, and, with the 
exception of the occasional patient with hip or knee contrac- 
tures, the correlation between clinical and radiographic 
measurements have been very close. Treatment of limb 
inequality at this hospital has been confined to epiphyseal 
stapling or epiphyseodesis, and these operations have rarely 
been performed before the age of 10 years. The 23 patients 
who were subjected to surgical correction have been considered 
only from the viewpoint of the preoperative growth of the leg. 

The present reappraisal of these patients has been con- 
cerned with the progress and prognosis of limb inequality. 
Shortening of the leg and disability do not go hand in hand; 
and it would be rash to suggest that there is a level of inequality 
which can be ignored, and one which must be considered for 
surgical correction. 

Shortening 
Distribution 

In most patients the relative shortening of the more 
paralysed leg affects the tibia to a greater extent than the 
femur, roughly in the proportion of 3 : 2. The distribu- 
tion of shortening in the present series was as follows: 
Tibia greater than femur Equal Tibia less than femur 

92 2 12 
Whether the distribution of paralysis influences this 
differential disturbance of growth is difficult to determine. 
It is undoubtedly true that complete pgralysis of muscles 
is commoner in the calf than in the thigh, but measure- 
ments of wasting show that the loss of muscle bulk is 
virtually equally distributed between these two regions. 
Since the mass of the normal calf is less than that of the 
normal thigh, the proportional loss of muscle in the former 
is greater. A selective paralysis of the thigh muscles may 
be associated with a preponderance of shortening in the 
femur, or may result in the tibia being the more affected. 
This suggests that, whilst overall wasting may be directly 
related to the overall shortening, the distribution of muscle 
loss within the limb plays little part in determining the 
actual site of the shortening. 


Progress 
In the clinical examination of patients the impression 
is often gained that established shortening in a limb 
does not change over many years. For the detection of 
small changes in limb length serial scanograms are 
undoubtedly more accurate than clinical measurements. 
There are 44 patients in whom more than one scanogram 
at intervals of a year or more are available. The progress 
of shortening in these patients was as follows: 
No change Diminished shortening 
4 2 


Progressive shortening 
38 
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the difference be- re 

tween the two | if 

limbs was mini- 


mal. Undoubtedly 
in the vast ma- 
jority of patients 
the discrepancy shorting wth 
between the age. 
lengths of the 
limbs increases during the whole of the period of growth. 
When the shortening of the limb is plotted against the 
age of the child, the increase of inequality over the period 
of study is roughly linear (fig. 1). Regression of the line 
back to the base should indicate the age of onset, but this 
was in almost all cases considerably later than predicted 
by this method. The only explanation which can be 
advanced is that shortening during the first few years after 
onset increased at a rate somewhat greater than in the 
later years. Such a conclusion can be reached in a rather 
different fashion from patients with only a single scano- 
gram. If.for each patient the annual increment of 
shortening is produced by dividing the total shortening 
of the limb by the number of years since onset, those 
patients who have been measured within a few years of 
the onset of the disease can be compared with those who 
have been examined very much later. Fig. 2 shows that 
the annual index of shortening is greatest in the first few 
years after onset. Since it has already been shown that 
lengthening rather than shortening of the more paralysed 
limb is the commoner phenomenon during the first year 
after onset, difference between the lengths of the limbs 
must develop very rapidly after this initial lengthening. 
How far this is due to the more rapid growth of the limbs 
in the younger 
6 child and how far 
it is due to the 
effects of paralysis 
and subsequent 
adaptation to them 
+ cannot be deter- 
mined from the 
present data. 


Influence of Age of 
Onset 

In a study of 88 
patients with an 
onset of polio- 
myelitis in child- 
YEARS AFTER ONSET that amount of 
shortening, ex- 
pressed as a per- 
centage of the 


ANNUAL INDEX OF SHORTENING 
w 


Fig. 2—The annual index of shortening, 
showing that this index tends to be greater 
soon after the onset of the disease. Inset 
figures indicate the number of patients. 


growth of the normal limb, was uninfluenced by the age 
of onset, provided this was below 10 years. In the 
present group of patients similar conclusions can be 
drawn. The annual index of shortening, derived by 
dividing the total shortening by the number of years since 
onset, is surprisingly constant, regardless of the age of the 
patient, as the following figures show: 
Age of onset (years) 
1 2 3 


Under 1 5-8 
No. of patients REA ae 30 26 19 9 
Mean of annual index o: 
shortening (mm.) .. .. 44 35 40 40 55 


This observation of course does not indicate that the 
final shortening is independent of the age of onset, since 
the discrepancy will increase with each year that the child 
has to grow. Poliomyelitis in the first year or two of life 
may result in very severe shortening. which will increase 
for the whole of the 12 or more years of growth. As has 
been shown earlier, shortening develops rapidly during 
the second and third year after onset, and thereafter less 
rapidly, and this distribution tends to conceal the age 


factor. 


Residual Muscle Loss and Limb Inequality 

It has been shown (Ring 1957) that there is in general 
an association between the extent of the residual paralysis 
of a limb and the subsequent growth disturbance. As a 
rule, the greater the difference in muscle power between 
the legs, the greater the final shortening. Ratliff (1957) 
has questioned the importance of this association because 
of the wide range in the final shortening between subjects 
with a similar muscle loss. The range, however, is con- 
siderably less when measurements of the thigh and calf 
circumference, rather than formal muscle tests, are made. 
In the present group of patients there were none in whom 
there was demonstrable shortening without either muscle 
weakness on ordinary clinical testing or relative wasting 
of the shorter limb. It seems unlikely, therefore, that 
growth will be significantly disturbed if recovery is 
complete. Similarly there have been no patients followed 
for five years or more who have not exhibited shortening 
of the more affected limb; and it appears that provided 
the onset of poliomyelitis occurs during childhood, and 
provided paralysis is unevenly distributed between the 
legs, shortening will always ensue. When one leg is 
normal, or virtually so, the analysis of residual shortening 
and its relation to muscle wasting presents no difficulty. 
When both legs are severely paralysed it may occasionally 
be difficult to ascertain which is the more affected limb, 
and shortening in these patients tends to be capricious. 
In the present series of patients severe paralysis of both 
legs was rare. 

Prognosis 

In considering the course of limb inequality in the 
paralysed child certain variable factors must be considered. 
It has previously been shown that the initial effect of 
limb paralysis is to produce an acceleration of leg growth, 
and only towards the end of the second year after onset 
does shortening tend to occur. The discrepancy between 
the legs will then advance rapidly for perhaps two or 
three years, and then less rapidly until epiphyseal closure 
occurs. Thus the age of onset of the disease plays a part 
in the final inequality of the limbs. 

In the early stages of poliomyelitis both legs tend to 
be involved, although usually one is more severely 
affected than the other. The residual paralysis in the 
legs may be strictly unilateral to ordinary clinical testing, 
or may be distributed evenly or unevenly between the 
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limbs. Occasionally gross hypertrophy of the unaffected 
leg occurs, making the muscle asymmetry even greater. 
The number of variable factors in the distribution of the 
permanent paralysis in the limbs gives rise to difficulty 
in the use both of muscle wasting or standard muscle 
testing in the prediction of limb inequality. 

From the clinical management of these patients three 
distinct groups tend to emerge: (1) those in whom shorten- 
ing is slight and insignificant; (2) those with progressive 
disturbance of growth which is roughly in proportion to 
the extent of the muscle loss; (3) those with severe and 
disproportionate shortening. 

Most patients with poliomyelitis affecting the legs 
undoubtedly fall into the first group. The muscle loss in 
these patients is usually small; often recovery, judged by 
simple muscle testing, is complete although measurement 
of thigh or calf will usually reveal a small difference 
between the legs. The shortening often passes unnoticed, 
and may be disguised by a contracture of the tendo 
Achillis. 

Of the patients who present with moderately severe 


muscle loss in the legs, with perhaps 2-3 in. of wasting * 


of thigh or calf, most will fall into the second group. The 
disturbance of growth is progressive, and is in general 
terms related to the severity of the muscle loss. The final 
inequality in length cannot be accurately predicted in this 
group. Shortening tends to be between 1 in. and 2'/, in. 
at maturity, and in some patients will require surgical 
correction. Apart from the severity of the paralysis, onset 
in the first year or two of life appears to have a poor 
prognosis. 

The detection of the group of patients with severe 
shortening, out of proportion to the muscle loss, presents 
some difficulty in the early stages. In these cases the 
leg is not usually completely flail; neither does it present 
evidence of an excessive circulatory dis.urbance. It tends 
to be regarded by the patient as a useless appendage, and 
is rarely used for weight-bearing even if a calliper is 
provided; and the ultimate shortening may reach 4-5 in. 
It is difficult to escape the conclusion that some additional 
disturbance of the growth mechanism has been super- 
imposed upon that normally due to paralysis. These 
limbs are superficially similar to those showing gross 
shortening after tuberculosis of the hip. Ross (1948) and 
Parke et al. (1949) showed that in tuberculosis of the hip 
shortening is due to a premature epiphyseal fusion of the 
knee, affecting either the tibia or the femur, or both, 
but sparing the fibula. Sissons (1952) found that this is 
associated with gross decalcification of bone, and a 
similar osteoporosis in poliomyelitis might permit damage 
to the epiphyseal plate without producing complete 
epiphyseal fusion. 

Summary 

In lower-limb shortening following poliomyelitis in 
childhood, the tibia is affected more than the femur, 
regardless of the distribution of paralysis. 

Shortening is almost always progressive throughout 
childhood, tending to develop rapidly for the first few 
years after onset and thereafter less rapidly. 

The age of onset of the disease has little influence on 
the annual increment of shortening, but influences the 
final inequality in view of the number of years to maturity. 

Clinically three groups of patients can be distin- 


guished: (1) those with minimal residual muscle loss and 


minimal shortening ; (2) those with shortening of 1-2'/, in., 
the extent of which is roughly proportional to the differ- 


ence in muscle power between the legs; (3) a small group 
in whom the shortening is severe and out of proportion 
to the paralysis. In this third group some factor other 
than muscle loss appears to be responsible for the gross 
depression of epiphyseal activity. 

It is a pleasure to record my thanks to Mr. G. C. Lloyd-Roberts for 
permission to examine and report on patients under his care. This 
work has been dssisted by a grant from the Fund for Poliomyelitis 
Research. 
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ACETAZOLAMIDE THERAPY IN EPILEPSY 


IAN P. Ross* 
M.D. Lond., M.R.C.P. 
LATELY ASSISTANT REGISTRAR, THE NATIONAL HOSPITAL, 
QUEEN SQUARE, LONDON, W.c.! 

ACETAZOLAMIDE (*‘ Diamox ’) has been advocated in the 
treatment of epilepsy since 1952 but reports of its value 
have been conflicting. Bergstrom et al. (1952), Merlis 
(1954), Golla and Sessions Hodge (1956), Ansell and 
Clarke (1956), and others have reported favourable 
results in some patients. On the other hand Livingston 
et al. (1956) found it to be ineffective in epileptic children. 
In this paper I describe the results of acetazolamide 
treatment in 63 epileptics. 


The Trial 

The patients in the trial were not particularly selected. 
They were a group of outpatient epileptics whose condition 
had been unsatisfactorily controlled with other anti- 
convulsants. There were 33 females and 30 males. The 
duration of the epilepsy varied from two to thirty-six 
years. 

The patients fell into three groups—* idiopathic ” 
epilepsy (41), temporal-lobe epilepsy (12), and miscel- 
laneous (10). 

The diagnosis of idiopathic (constitutional or cryptogenic) 
epilepsy was based on the usual criteria for petit mal and/or 
grand mal in patients without physical signs, and it was 
supported by a positive family history of epilepsy in 18 (45°, ) 
of the 41 patients. The electroencephalogram (E£.E£.G.) showed 
characteristic bilateral wave-and-spike discharges in 30 cases. 
In 6 the clinical diagnosis of epilepsy was supported neither 
by the family history nor by a characteristic £.£.G., though the 
E.E.G.s all showed bilateral, symmetrical, non-specific abnormal- 
ities. There were 17 children with petit mal, and all but 1 
had typical bilateral, symmetrical, 3 per second wave-and- 
spike discharges in the E.E.G. 

A diagnosis of temporal-lobe (psychomotor) epilepsy was 
based on the type of attack, together with a temporal-lobe 
focus in the £.E.G. None of these 12 patients had evidence of 
organic disease on clinical grounds or on radiological examina- 
tion of the skull. 

The miscellaneous group included patients with variable 
types of epilepsy due to birth injury (2), trauma (3), and 
epiloia (1), and there were 4 others of doubtful ztiology. 

The state of each patient before acetazolamide treat- 
ment was assessed from the records and the clinical 
history. Previous anticonvulsant therapy, if any, was 
continued, unchanged for at least one month before and 
during the trial. 


* Present address: National Heart Hospital,Westmorland St., London, 
W.1. 
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Acetazolamide was given in doses of 750 mg. daily, 
sometimes starting with a smaller dose of 250 mg. and later 
increasing. Children under twelve received 125 mg. 
increasing to 500 or 750 mg. daily. Progress was assessed 
from charts recording the number of fits, together with 
the history from the patient, and also when available from 
the relatives. The trial lasted from two to six months. 


7 other epileptics were given dummy tablets under 
similar conditions as controls. 


Results 

The 7 control patients showed no response to the 
dummy tablets. However, the history and the daily records 
of fits did not always agree. 2 patients thought they were 
having fewer attacks, but their charts showed that they 
were continuing at the same frequency. Daily variation 
in the frequency of petit mal was considerable, and quite 
often the records were largely compiled by guesswork. 
In view of these observations evidence of improvement 
had to be carefully assessed. 


The table shows the results in the 63 patients who 
were given acetazolamide. The patients with idiopathic 
epilepsy are divided into those with petit mal only, those 


RESULTS OF ACETAZOLAMIDE THERAPY IN EPILEPSY 


Effect 
Type of epilepsy patients - Tem- Pro- 
Nil 
porary longed 
Idiopathic: 
Petit mal alone ll 10 1 
Petit mal and infrequent grand mal 12 10 1 1 
Frequent grand and petit mal 18 18 
Temporal lobe 12 1 
Miscellaneous 10 10 


with petit mal and infrequent grand mal, and those 
with frequent grand mal and petit mal. 


The 2 patients with petit mal in whom the response 
was prolonged were boys aged eleven and twelve. Both 
had an average of 3—6 petit-mal attacks daily which were 
abolished by acetazolamide. The petit mal recurred 
when the drug was stopped, and later, when acetazol- 
amide was given again, both remained free of attacks for 
over a year. There was nothing characteristic about their 
attacks or E.E.G.s to distinguish these children from those 
who did not respond, but it may be significant that both 
were at the age when petit mal may cease spontaneously. 
2 patients showed a temporary reduction in the number of 
attacks for a few weeks when acetazolamide was first 
given, but then returned to their usual condition; increas- 
ing the dose had no effect. 

8 of the 25 menstruating female epileptics thought their 
fits were related to the periods. None showed any con- 
vincing response to acetazolamide; 2 said they felt better 


* generally, but their epilepsy continued at the same 


frequency. 

There were no serious toxic effects. 5 patients com- 
plained of minor symptoms such as nausea, dizziness, 
tingling in the extremities, and glare. 


Conclusions and Summary 
63 epileptic patients were treated with acetazolamide. 
It appeared to be helpful in 2 of 17 children with petit 
mal. Acetazolamide had no effect in 46 adults (24 with 
petit mal and grand mal, 12 with temporal-lobe attacks, 
and 10 with miscellaneous forms of epilepsy), nor on 
epilepsy related to menstruation. From the results of this 


trial it is concluded that acetazolamide is of no value in the 
management of chronic adult epileptics, and is seldom of 
value in children with petit mal. 

I wish to thank Dr. Denis Williams for advice, and Dr. June 
Dickson for help in interpreting the E.£.G.s. The dummy tablets 
were supplied by Lederle Laboratories Ltd. ' 
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REGISTRAR IN OBSTETRICS 
From the Radcliffe Infirmary, Oxford 


AMONG the complications of the late stages of pregnancy 
is a syndrome which used to be referred to as “ obstetric 
shock’’. This is usually associated with accidental 
retroplacental hemorrhage, the retention of a dead foetus, 
or the presence of amniotic-fluid emboli in the lungs. 
The onset is sudden and there is, in some instances 
complete breakdown of the normal hemostatic process 
with the development of a severe hemorrhagic state. 
This is characterised by apparent loss of blood-fibrinogen 
and requires prompt treatment. Many instances of this 
syndrome* have been reported, and a wide variety of 
diagnostic tests have been used; but laboratory methods 
for assessing the response to therapy have received little 
attention (Reid et al. 1953a and b, Weiner et al. 1953, 
Moore 1954, Barnet and Cussen 1954, Sawitsky et al. 1954, 
Jackson et al. 1955, Barczak 1955, Albrechtson et al. 1955, 
Bonsnes and Sweeny 1955, Kimbell and Ghosh 1956, 
Fitzgerald and Jackson 1956, Pritchard 1956, Hjort 1956, 
Stirland 1956, Bowman and Yelito 1957, Charles 1957, 
Stouffner and Ashworth 1957, Cook 1957). 

To be of any use laboratory methods must be simple, 
specific, and rapid. We present here the findings in four 
cases of obstetric defibrination in the study of which a few 
simple laboratory tests gave reliable and specific results 
even in the most mildly affected patient. Although more 
than four cases have been encountered in recent years, the 
present series have been selected because they illustrate 
some important points in laboratory diagnosis. 


Case-records 

Case 1.—Para-2, aged 40. This woman was admitted as an 
emergency at 38'/, weeks with a partly revealed, partly con- 
cealed accidental antepartum hemorrhage. She was profoundly 
shocked and the foetal heart could not be heard. There was no 
history of toxawmia, but albumin was present in a catheter 
specimen of urine. 

A routine test of clotting-time showed imperfect fibrin 
formation, and further laboratory investigation revealed a 
major coagulation defect (table 1, case 1, 9 A.M.). Blood- 
transfusion was commenced and concentrated fibrinogen 
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TABLE I-—RESULTS OF LABORATORY INVESTIGATIONS 
Pro- 
Plasma sulphate 
thrombin Biochemical 
Case Time Whole-blood Thrombin — ume fibrinogen Platelets 
no of sample clotting-time® titre «ry one- units per mg. per per c.mm (%) (%) 
sec. 100 ml 100 ml.) 
plasma 
l 9.00 A.M 6° 30° ; trace fibrin only 0 180 40 25 250 18,200 29 
12.30 P.M 32 20 50 12,000 43 
3.15 P.M 1 128 17 72,000 220 
2 3.00 A.M 0 180 50 
11.00 A.M 4 45°, 4°45", 5 18 50 148 22,000 
3 7.00 A.M 4,4 15°,4 30 1 16 20°5 18 40 90,000 32 
11.00 A.M 5° 30°, 6, 714’, 714 18 21 25 75 298 47,000 32 
2.00 P.M 1 32 18 20 50 48,000 
7.30 P.M 4,4 15,4 15 1 128 ll 15 50 
4 3.00 P.M 180 0 1300 120 + 1 29 90.000 0 25 
6.45 P.M 30°,4 1 16 15 19 40 
10.00 P.M ‘S,¢e..3F 1 64 12 16 50 192 41,000 50 
Normal 4-6 1 64 10-12 12-15 4-15 150-300 150,000 50 100 
1 128 300,000 150 
min sec 
Lister Institute) given. In 3 hours only partial correction of blood was lost at delivery and in the immediate postpartum 


the coagulation defect had been achieved (table 1, case l, 
12.30 P.M.) and therapy was continued. 

6 hours after admission, after 7 pints of blood and 5-4 g. of 
fibrinogen had been administered, the coagulation function 
had been restored to normal (table 1, case 1, 3.15 P.M.). At this 
time the patient was delivered spontaneously of a stillborn 
male child weighing 7 Ib. 4 oz. There was a 30 oz. retro- 
placental clot. 

Vaginal bleeding continued in diminishing amount for 4 
hours after delivery. On the following day the patient was 
still anemic (Hb 45 and 3 pints of packed red blood-cells 
was transfused. No further complications ensued, and the 
patient was discharged on the 10th day. 


Case 2.—Para-0, aged 38. This patient was first seen at 
30 weeks of pregnancy when she was found to have mid 
pre-eclamptic toxemia, no albuminuria, and normal renal 
function. Blood-pressure (B.P.) 140/90 mm. Hg. She was 
discharged after 2 weeks in hospital with B.p. 135/85. 3 weeks 
later she was admitted as an emergency with a partly concealed, 
partly revealed accidental antepartum haemorrhage. The 
patient was snocked and no fetal heart could be heard. A 
rough clotting observation test at the bedside showed no 
obvious coagulation defect, but more detailed laboratory tests 
showed a definite defect (table 1, case 2, 3 A.M.). Blood- 
transfusion was commenced immediately, but no fibrinogen 
was given. No urine was present in the bladder. 8 hours later 
the coagulation defect was less severe but still persisted. 

20 hours later, as the patient was elderly, was not in labour, 
and was oliguric, a lower-segment ce#sarean section was per- 
formed; a stillborn female child was delivered. There was no 
evidence of any hemorrhagic tendency at this time. A retro- 
placental clot weighing 30 oz. was present. After delivery 
there was complete anuria. 

23 hours after delivery 1'|, oz. of urine were passed, in the 
subsequent 24 hours 6'), oz., and in the following 24 hours 
33 oz. Thereafter urinary excretion was normal. 

A total of 6 pints of blood was given up to delivery. 

The patient was discharged on the 16th day. 

Case 3.—Para-3, aged 46. This patient was admitted as an 
emergency at 34 weeks of pregnancy because of a partly 
revealed, partly concealed retroplacental antepartum hemor- 
rhage. She was in labour and was having regular uterine 
contractions. There was no history of toxemia, but the urine 
contained albumin. 

She was shocked and the foetal heart could not be heard. 
Blood-transfusion was commenced immediately, and immedi- 
ate laboratory investigations revealed a mild defect of coagula- 

table 1, case 3, 7 A.M.). 4 hours later the defect 
table 1, case 3, 11 A.M.). 5 hours after admission 


tion function 
was greater 


the patient was delivered spontaneously of a stillborn male 
There was a retroplacental clot, 


infant. but only 20 oz. of 


period. 

After delivery the coagulation function slowly disappeared 
without fibrinogen being administered (table 1, case 3, 2 P.M. 
and 7.30 p.m.). Over the whole period 5 pints of blood was 
administered. The patient was discharged on the 6th day. 

Case 4.—Para-0, aged 20. This patient was admitted by the 
flying-squad at 32 weeks after what appeared to be an eclamptic 
fit. She was transferred to hospital under sedation and this 
was continued after admission. 

24 hours after admission there was frank hematuria, and the 
patient began to bleed from the lips, tongue, gums, and nose. 
In addition venepunctures were followed by a persistent ooze 
from the puncture site, and several spontaneous skin eccymoses 
developed. Laboratory investigation revealed a severe coagula- 
tion defect (table 1, case 4, 3 P.M.). Blood-transfusion and 
administration of fibrinogen were started immediately, and 
coagulation function returned to normal in 7 hours after 5-4 g. 
fibrinogen and 8 pints of blood had been administered (table 1, 
case 4, 6.45 p.m. and 10 p.M.). At this stage the membranes 
were ruptured, and after an 8-hour labour a live male child 
was delivered by low forceps operation. The child made good 
progress thereafter. The mother and baby were discharged 
on the 32nd day. 

Laboratory Methods 

The following methods were used as described by Biggs and 
Macfarlane (1957): 

Clotting-time (Lee and White); prothrombin-time (one-stage) 
(Quick); ammonium-sulphate method for rapid estimation of 
tibrinogen; prothrombin two-stage test; prothrombin consumption 
index; bleeding-time (Ivy); assay of factor v; assay of fibrinolysin in 
plasma; antihemophilic globulin assay (Biggs et al. 1955); platelet 
counts (Brecher and Cronkite 1950); plasma-fibrinogen (Micro- 
Kjeldahl method) (Harrison 1957). 


II—TEST FOR INHIBITOR IN PLASMA DERIVED FROM CASE OF 
OBSTETRICAL DEFIBRINATION 


TABLE 


Thrombin 
clotting-time 
sec.) 


Patient's 


Normal 
plasma vol. 


plasma vol. 


Saline vol. 


= 
x 


Patient's plasma: thrombin clotting-time sec. 


Normal plasma: thrombin clotting-time sec 
0-1 ml. human thrombin was added to 0:5 Me of each mixture. 
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11 
12 
14 
25 
: 63 
125 
9 
10 
12 
15 
21 
30 
38 
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Thrombin Titre and Time 

0-5 mil. platelet-free citrate plasma, prepared from both normal 
and patient’s plasma, is serially diluted in doubling dilutions from 
1/2 to 1/128. To each tubr. is added 0-1 ml. human thrombin (Biggs 
and Macfarlane 1957 [36 units per ml.]). The thrombin-titre is 
recorded as the highest plasma dilution containing a visible clot 
(normal titre 164-1128. The clotting-time of the 1/2 dilution is 
détermined for both normal and patient’s plasma (thrombin-time). 
For this test the content of thrombin should be adjusted to give a 
normal clotting-time of 10-12 sec. Bovine thrombin (Maw, 50 units 
per ml.) can be used for this test but may be found to be less coagulant 
than human thrombin giving lower thrombin titre and longer 
thrombin clotting-times. This method is a modification of the 
original Schneider (1952b) test and is similar to the techniques 
described by Hjort (1956) and Bowman and Yelito (1957). 

Assay of Plasma Levels in Plasma 

Fibrin plate method of Astrup and Mullertz (1952). As plasmin 
is thermolabile all plasma samples were stored in ice until tested. 
Assay of Proactivator Levels (J. P. Soulier [1957], personal 
communication) 

This test is a measure of residual proactivator in plasma as assessed 
by the addition of streptodornase (Burroughs Wellcome, 10 mg. 
per ml.), containing streptokinase, to the patient’s plasma (diluted 
1 20) in the presence of excess bovine fibrinogen. The mixtures were 
clotted with bovine thrombin (Maw) 50 units per ml., and the time 
of clot lysis was determined in relation to the addition of thrombin. 


Results 
The results obtained in the tests in most common 
usage are summarised in table 1. 


TABLE III—THROMBIN CLOTTING-TIMES OF 25”., AMMONIUM-SULPHATE 
FRACTIONS 
Case no Time of sample Clotting-time (sec.) 
2 3.00 A.M . 75 
11.00 a.m 21 
Control 16 
3 7.00 A.M 23 
11.00 A.M. 27 
2.00 P.M 20°5 
7.30 P.M 10 
Control | 10 
4 3.00 P.M 1200 + 
6.45 P.M. 34 
Control 15 


5 mil. 50°, saturated ammonium sulphate is added to 5 mi. plasma. 
The precipitate is removed by centrifugation, redissolved in 5 ml. physio- 
logical, saline and dialysed against citrate saline at 4°C for 18 hr. 


Whole-blood Clotting-time 

The observation of whole-blood clotting-time is useful in 
the assessment of the clotting defect. The blood may either 
not clot at all or wisps of fibrin may appear at 6-10 minutes 
and disappear again. The second specimen from case 3 
clotted, but the fibrin was so non-adhesive that it fell off the 
walls of the tube before the clotting-time was accurately 
recorded. These imperfectly formed clots may seem to dis- 
appear after tilting the tubes. This disappearance has been 
interpreted as lysis, but in our series the phenomenon has been 
due to contraction of ill-formed clots and not to lysis. 

Whole-blood clotting-times should be estimated in small 
tubes of the standard diameter used for the Lee and White 
test and not in larger containers—e.g., universal containers. 
Only using standard conditions is it possible to assess accurately 
the quality of the fibrin clot once it has formed. 


Thrombin Titre 

This test has proved to be the most reliable and sensitive 
indicator of the defect in these syndromes. Normal plasma 
will produce a fibrin clot on the addition of thrombin when 
diluted 1 in 64 in saline, and the majority of plasma samples 
will clot when diluted 1 in 128. In three cases (table 1) the 
addition of thrombin produced no clot when added to the 
1/2 dilution of patient’s plasma. Fibrinogen therapy produced 
a definite rise in titre, and when the patient’s plasma clots at a 
dilution of 1 in 128 it can be assumed that the coagulation 
mechanism has returned to normal. 

In case 3 this test indicated a defect in the presence of a 
normal quantitative and qualitative whole-blood clotting-time. 


It also indicated that a more severe defect was developing 
before delivery. After delivery the thrombin titre returned 
spontaneously to the initial level and to normal levels within 5 
hours (table 1). 
Thrombin-time 

Thrombin plasma clotting-times longer than normal have 
been found in these cases (table 1), and probably this prolonga- 
tion is the earliest evidence of defibrination. It has proved to 
be a less sensitive indicator of minor fluctuations in the severity 
of the syndrome than the thrombin titre. 


One-stage Prothrombin-time 

This test has been found to provide a sensitive indicator of 
the defect in these cases, but cannot be used as the sole diag- 
nostic test as alterations in the levels of factor v, Stuart-Prower 
factor, factor vil, and prothrombin will also influence the 
results. 

Rapid Estimation of Fibrinogen by Ammonium-sulphate 
Precipitation and by the Biochemical Method 

The main advantages of the ammonium-sulphate precipita- 
tion method are its simplicity and speed. It has, however, 
shown normal or near normal results in three of the four 
patients. Only in case 4, the most severely affected patient, 
was an unequivocally abnormal result obtained. 

It has been found that biochemical methods for estimating 
fibrinogen are too time-consuming to provide the rapid results 
so essential in the initial diagnosis of these cases. Further, 
it was only in case 4 that a dangerously low level of fibrinogen 
was found. In cases | and 3 (table 1) levels of fibrinogen which 
would usually be considered adequate for normal haemostasis 
were found in relation to quite definite defects indicated by 
other tests. The results of the biochemical method, with one 
exception, correlated closely with those of the ammonium- 
sulphate precipitation method. 


Platelet-counts 

All the cases described had thrombocytopenia (table 1). In 
every instance the platelet-counts were below 100,000 per 
c.mm. during the acute stage of the syndrome. The platelet 
levels remained low after therapy had restored normal coagula- 
tion function and did not return to normal for 5-10 days. In 
certain instances platelet counting was difficult owing to the 
presence of much debris in the diluted count. This necessi- 
tated the use of phase-contrast microscopy to recognise whole 
platelets. The debris was not in the diluent and may represent 
fragmented platelets. 

Other Tests of Coagulation Junction 

Antihemophilic globulin.—In three cases of this syndrome 
where levels of A.H.G. were determined at the height of the 
attacks, low levels were found, indicating that there is depletion 
of A.H.G. The levels of A.H.G. returned rapidly to normal after 
recovery. 

Factor V was found to be reduced to levels of approximately 
25°, of normal when the coagulation defect was fully developed 
(case 4). 

The prothrombin-consumption index reflected the low levels 
of coagulation factors other than fibrinogen. It was high in 
the two cases on whose blood the test was performed (cases 3 
and 4). 

Prothrombin, measured by the two-stage technique, was 
much reduced in case 4 but was increased above normal levels 
in case 1. 

Fibrinolysis—In no case was it possible to detect in the 
patient’s blood any active fibrinolysin, as indicated by lysis 
of human and bovine fibrin. In one case evidence was obtained 
that there had been partial consumption of proactivator, 
measured by Soulier’s test (case 4). 

Bleeding-time.—In case 4 the bleeding-time was prolonged 
and this prolongation persisted until the 5th day after delivery, 
the platelet-count having returned to normal in 4 days. 

Experimental Results 

The remarkable feature of these investigations was the 

finding that the reaction of plasma to thrombin had little 
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relation to the fibrinogen levels determined biochemically 
after clotting with calcium or by ammonium-sulphate 
precipitation. This discrepancy suggests that either an 
abnormal inhibitor is present or the reactivity of the 
fibrinogen to thrombin is altered in some way. 

The addition of a small proportion of normal plasma to 
the initial plasma samples of cases 1, 2, and 4 restored 
normal coagulation (table mm). It therefore seemed 
unlikely that the failure to clot on the addition of thrombin 
was due to any specific antithrombin. The addition of 
toluidine-blue did not affect the results. The addition 
of normal serum failed to produce a clot from the plasma 
of cases 1 and 2, suggesting that there was unlikely to be 
a lack of an essential thrombin co-factor. 

Plasma samples from all cases were treated with 
saturated ammonium sulphate to produce a precipitate at 
25°, saturation (25°, fraction). Only in case 4 was no 
appreciable amount of precipitate obtained. After 
dialysis the precipitates obtained from cases 1, 2, and 3 
clotted on the addition of thrombin but the clotting-times 
observed in cases 2 and 3 were longer than normal 
(table 111). In the initial sample from case 4 no thrombin- 
clottable protein was present in the 25°, fraction. From 
the general appearance of the clots it seemed impossible 
that the prolonged clotting-times could be attributed to 
simple dilution. These results appear to favour the view 
that the reactivity of fibrinogen is altered. 


Discussion 

Two theories have been advanced to account for the 
syndrome. That of Schneider (1951, 1952a) postulates 
that damage to the decidua or placenta liberates tissue- 
thromboplastins which produce intravascular clotting and 
thus defibrination when they gain access to the maternal 
circulation. Alternatively, others (Albrechtson et al. 1955, 
Soulier et al. 1956) believe that a tissue-fibrinokinase, 
liberated from the damaged tissue, activates the fibrino- 
lytic system, which in turn destroys the circulating 
fibrinogen. 

The laboratory findings in these four cases have tended 
to support the Schneider hypothesis, as all attempts to 
demonstrate active fibrinolysins have failed. The low 
levels of antihemophilic globulin and factor v and the 
diminished number of circulating platelets support the 
concept that the defect in these cases was the result of an 
episode or episodes of intravascular coagulation. 

Orthodox biochemical methods for estimating fibrino- 
gen and the rapid ammonium-sulphate showed levels in 
three of the cases (cases 1, 2, and 3) which would not 
usually be considered dangerously low. The addition of 
purified thrombin to the same plasma sample disclosed a 
severe abnormality. A similar discrepancy was recorded 
by Scott (1955). The biochemical method relies on the 
conversion of fibrinogen to fibrin by the natural thrombin, 
ample time being allowed for the completion of fibrin 
formation. 

Although the amount of fibrin obtained by this method 
may be little reduced, the poor quality of the clot in the 
clotting-time test (Lee and White) suggests that its 
formation may be abnormal. This, together with the slow 
reaction to thrombin observed in the ammonium-sulphate 
fractions (table 111), suggests that, in the early stages of 
this syndrome, poor reactivity of fibrinogen to thrombin 
may be an important feature of the coagulation defect. 

The nature of this altered reactivity remains obscure, 
but whatever the explanation the determination of the 
thrombin-time and thrombin titre are, in owr experience, 


the most reliable tests for diagnosis of this syndrome and 
for assessing the response to therapy. The more orthodox 
biochemical methods, if used as the sole indicators of 
obstetrical defibrination, may be misleading. 

In two of our cases (cases 1 and 4) the administration of 
concentrated fibrinogen (5-4 g.) was accompanied by 
rapid clinical improvement which was reflected in the 
laboratory tests. These results confirm previous reports 
of the value of fibrinogen therapy in this syndrome. The 
reaction of the patient’s plasma to thrombin was found 
to be a reliable guide to the response to therapy, and it 
appears reasonable to suggest that fibrinogen therapy 
should be continued until the reaction of the plasma to 
thrombin returns to normal. Cases 2 and 3 recovered 
spontaneously without treatment. The coagulation defect 
of the cases treated with fibrinogen disappeared in a 
much shorter time than in those cases left to recover 
spontaneously (table 1) despite the obviously greater 
initial severity of the syndrome in these cases (table 1, 
cases 1 and 4). 

The decision to use or withhold fibrinogen therapy for a 
particular patient must rest on general assessment of 
laboratory and clinical evidence. No definite rules can 
be formulated from laboratory results alone. When 
shock and hemorrhage develop in the late stages of preg- 
nancy, fibrinogen therapy is unlikely to be beneficial if 
the laboratory results show no evidence of defibrination. 
Other causes for this clinical state must always be borne 
in mind. The indiscriminate use of fibrinogen without 
laboratory evidence of defibrination has obvious dangers. 

Blood was transfused in all cases in order to replace 
blood lost through vaginal and retroplacental hemorrhage 
and to combat shock. It is difficult to assess exactly how 
much these blood-transfusions contributed to the correc- 
tion of the coagulation defect. 

In the four present cases the clinical and laboratory 
findings suggest that there had been one episode of 
defibrination before or shortly after admission from which 
the patient recovered either spontaneously or following 
therapy. It is impossible to be certain that this will be 
the outcome of every example of this syndrome, and 
precautions must always be taken to ensure that there is 
no further episove of defibrination after the return of the 
coagulation function to normal. 

Summary 

Four cases of obstetric defibrination are described. 
Laboratory study of their blood showed that tests based 
on the reactivity of plasma to purified thrombin were more 
reliable than other methods for detecting the abnormality. 

The beneficial effects of concentrated purified fibrinogen 
has been confirmed. 

The defect in the early stages of this syndrome may 
consist in a qualitative alteration in the reactivity of 
fibrinogen to thrombin, rather than a simple quantitative 
depletion of fibrinogen. 

We wish to thank Mr. J. A. Stallworthy for permission to publish 
details of these four cases, and Mr. G. Higgins for the biochemical 
estimations of plasma-fibrinogen. 
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Despite the widespread use of atropine, particularly in 
anzsthesia, there are still conflicting reports about its 
effects on the heart-rate. For example, Bain and 
Broadbent (1949) stated that intravenous atropine would 
slow the heart-rate before quickening it; whereas Hunter 
(1953) found, in anzsthetised patients, that atropine 
given in this way caused tachycardia without previous 
slowing. Lee (1957) and Doughty and Wylie (1952) 
recommend that an interval of fifteen to twenty minutes 
should be allowed for the maximum effect of intravenously 
administered atropine to develop; Hunter (1953) found 
that the maximum eff¢ct was reached in about two minutes. 
And there are many similar contradictions. 


This drug can slow the heart by stimulating the vagus 
centre, and quicken it by paralysing the vagal nerve- 
endings (Krantz and Carr 1954, Goodman and Gilman 
1955, Sollman 1957), and it seemed to us that the current 
confusion was the result of failure to appreciate that this 
dual action can give rise to different effects according to 
circumstance. The difficulty is not néw. It led Platz 
(1922) to suggest that the effect could be predicted by 
taking into account the dose and route of administration. 
This statement prompted us to do some simple experi- 
ments; and the results of these, together with Platz’s 
observations, reconcile the conflicting reports to which 
we have referred. 

Findings 


EFFECT OF DOSE ON RESPONSE 

It has long been known that doses of atropine up to 
about 0-5 mg. slow the pulse-rate, whereas doses over 
about 0-6 mg. quicken it (Harris 1921, McGuigan 1921, 
Platz 1922, Daniélopolu 1924). From this it follows that 
the dose-response curve should have a biphasic form. 
Using ourselves as experimental subjects we obtained 
such curves, in the following way. 


Experiment One 

An intravenous infusion of physiological saline solution 
was set up, and the subject lay at rest until his pulse-rate 
counted at the wrist, was steady. This usually took the 
best part of an hour. The pulse was then counted con- 
tinuously, and the number of beats in each thinty seconds 
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recorded during a ten-minute period before injection 
of the atropine, and after this until the maximum effect 
had been reached. The atropine was introduced into the 
drip tubing as near as possible to the needle, the tubing 
being clamped during the administration and the drip 
allowed to run freely immediately afterwards. The 
subject was unaware of the moment of injection. Further- 
more we demonstrated that an injection into the tubing 
of a volume, of saline solution similar to that used for 
diluting the atropine had no effect on the pulse-rate. 

The experiment was repeated thirteen times on subject 
H. M. using the standard preparation of atropine sulphate 
B.P. in doses from gr. '/,999 to gr. 4/59 (0-06—-1-28 mg.). 
Subject E. T. received nine doses within the same range. 
The control rate was taken to be the mean of the rates 
for the three-minute period immediately preceding the 
injection; the effect rate as the mean for a similar period 
when the pulse was steady at its new rate. Fig. 1 shows 
the dose-response curve for subject H. M.; that for E. T. 
was similar, though shifted somewhat to the left, and 
showing less slowing and more quickening. 


Experiment Two 

The resting subject (H. M.) was given atropine gr. */:90 
(0-6 mg.) subcutaneously. Half an hour later the pulse- 
rate had fallen by 16%. Under these circumstances the 
intravenous injection of a “ slowing dose” of atropine, 
gr. '/es9 (0-25 mg.), caused an immediate quickening, as 
might be expected from the results of experiment one, 
the rate in fact returning to its control value. 

RATE OF INJECTION 

It is generally agreed that subcutaneous injection of a 
dose greater than 0-6 mg. causes quickening preceded by 
slowing (Sturgis et al. 1919, Platz 1922, Shearer 1951). 
The effect at any one moment during these events is 
presumably due to that fraction of the total dose present 
in the circulation at that moment. From this it follows 
that tachycardia preceded by slowing can be expected if 
a large -(“‘ quickening ’’) dose is given intravenously 
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Fig. 1—Dose-response curve (pulse-rate) for intravenous atropine: 
subject H. M. 
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Fig. 2—Pulse-rate changes following intravenous atropine gr. ‘/,, 
(1-28 mg.) given during cigh i : subj E. T. 


slowly enough. Since the possibility of such a biphasic 
response has considerable importance in anzsthesia, 
where the drug is so commonly used in conjunction with 
neostigmine, it seemed to us worth while to record the 
results of intravenous injections given at different speeds. 


Experiment Three 

The subject was prepared as before, and atropine 
gr. ‘/s9 (1:28 mg.) was injected intravenously during 
eighteen minutes. The result, shown in fig. 2, follows 
expectation. 

It was interesting now to conjecture how the curve 
would change as the rate of injection was increased. 
Would the amount of slowing stay the same but its 
duration get shorter, or would both the amount and 
duration of slowing decrease? We injected gr. '/;, 
(1-28 mg.) during ten, five, and two and a half minutes, 
and found that the amount and duration of slowing were 
decreased. At the fastest rate (two and a half minutes) 
there was no initial slowing at all. However, we thought 
that there might have been some slight slowing too 
transient for detection by the method so far used. We 
therefore repeated the experiment, using a continuously 
running electrocardiograph as the indicator of the pulse- 
rate. The same dose of atropine was injected intravenously 
during three minutes, two and a half minutes, one minute, 
thirty seconds, and five seconds. There was no initial 
slowing with the last two of these rates. At the three 
slower rates there were periods of about thirty seconds 
during which the R-R intervals were irregular, some of 
them being longer than any before the injection (fig. 3). 
On no occasion, however, could any other abnormality 
be detected in the tracings. 

TIME TO MAXIMU™ EFFECT 

When we used accelerating doses in our experiments, 
tachycardia began about thirty seconds after the intra- 
venous injection, and the rate increased to a maximum 


within two or three minutes, almost the whole of this 
increase taking place during the first ninety seconds. We 
have observed the same response in hundreds of pre- 
medicated, anzsthetised patients who were given intra- 
venous atropine at the end of operation. In contrast to 
this, in our own experiments the time taken for a slowing 
dose to produce its greatest effect was of the order of five 
to eight minutes. 


Discussion 
All the foregoing observations support the view that 
the effect of atropine on the heart-rate is a function of 
three things: the total dose, the route of administration, 
and, if the intravenous route is used, the rate of admin- 
istration. The conflicting statements in the literature can 
be reconciled if these factors are taken into account. 


Bain and Broadbent (1949) said that an intravenous injection 
would cause tachycardia preceded by slowing, but based this 
opinion on their experience with subcutaneous injections. 
Their prediction is true for slow intravenous injections, but 
not for quick ones. Orkin et al. (1956) found in twelve volun- 
teers that intravenous doses of 0-4 and 0-6 mg. per 70 kg. 
body-weight were followed by tachycardia, though, “ during 
the actual injection there was slight but persistent slowing”’. 
A close study of their data reveals that they took eight minutes 
to give the drug, and the slowing to which they draw attention 
is thus explained. Smith et al. (1928) found that 1:2 mg. 
intravenously caused initial slowing. They did not record 
their rate of administration; but, since they say the slowing 
was “ during the actual injection’, the atropine cannot have 
been given very quickly. Again, Nalefski and Brown (1950) 
noted an initial slowing but did not state the rate of injection. 
Their maximum rate came after six to ten minutes, and this 
implies to us that the atropine was given slowly. 

Platz (1922), Freeman and Carmichael (1936), Shearer 
(1951), and Hunter (1953) could not demonstrate initial slowing 
after intravenous injection. These workers explicitly state 
that their injections were given rapidly. 

According to the workers quoted, the usual therapeutic 
dose (gr. '/, 99, 0°6 mg.) is only just within the accelerating 
range; and not only do individuals vary in their response 
but also, in clinical practice, it is not usual to calculate 
the dosage for adults according to body-weight. Hence 
gr. '/199 (0-6 mg.) intravenously could be expected slightly 
to slow the pulse of some subjects, as Rollason (1957) 
found, and as was the case with H. M. in our experiments. 
This dose would, however, more consistently cause tachy- 
cardia if the subjects were already under the influence of 
a small amount of the drug (see experiment two). It is 
not surprising then that Pooler (1957) reported that a 
therapeutic dose giyen intravenously “‘ practically always ” 
accelerated the pulse, since his results were obtained in 
anzsthetised patients, who would have been premedi- 
cated with atropine or scopolamine. 

As to the time taken to reach maximum tachycardia 
after an intravenous injection, we agree with Hunter 
(1953) that this is of the order of two or three minutes. 
Freeman and Carmichael (1936) and Shearer (1951) give 
the time as about five minutes, but, as these workers did 
not count the pulse continuoyisly, the maximum in 
their cases could have occurred earlier. It is com- 
mon anzsthetic practice nowadays to wait several 
minutes for the greatest effect—Doughty and Wylie 


Fig. 3—Effect on the electrocardiogram of atropine gr. ' 


intravenously during one minute: subject H. M. Upper tracing—control 
period. Lower tracing—forty seconds after start of injection. 


9 (1-28 mg.) injected 


(1952) and Lee (1957) suggest as long as fifteen to 
twenty minutes. This doubtless follows the recom- 
mendations of Bain and Broadbent (1949), although, 
as Pooler (1957) has pointed out, these workers 
explicitly state that they based their opinion on 
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the results of subcutaneous injections, for which a time 
to maximum of at least twenty minutes could be expected. 
These observations have an important bearing on the 
use of atropine in conjunction with neostigmine, and we 
hope to describe later the results of further relevant 
experiments. 
Conclusion and Summary 
It has long been known that atropine can slow the 
pulse-rate, quicken the pulse-rate or produce quickening 
preceded by slowing. Published reports, however, still 
contain conflicting findings and recommendations, par- 
ticularly where the use of the drug in anzsthetic practice 
is concerned and where the time to maximum effect is 
important. These contradictions can be reconciled if 
the effect is taken to be a function of the total dose, the 
route of administration, and, in the case of intravenous 
administration, the rate of administration. 
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Medical Societies 


HEBERDEN SOCIETY 
Hypersensitivity and Rheumatoid Arthritis 

On Dec. 5 Dr. CHARLES RAGAN (Columbia University, 
New York) gave the 1958 Heberden oration. He spoke 
on the role of hypersensitivity in the pathogenesis of 
rheumatoid arthritis. 

Four main theories had been advanced to explain 
rheumatoid arthritis: infection and focal sepsis, metabolic 
abnormality, endocrnie abnormality, and hypersensitivity. 
Dr. Ragan’s working hypothesis was that rheumatoid 
arthritis was primarily a vasculitis. In this context the 
theory of hypersensitivity was attractive and the existence 
of the rheumatoid factor, a gamma-globulin (“ an antibody 
to an antibody when the latter exists as an antigen-antibody 
complex ’’), made the theory more tenable; but there were 
difficulties. In no animal could induced hypersensitivity 
lead to sustained arthritis and vasculitis. Vasculitis did not 
necessarily imply hypersensitivity, since rickettsie and 
viruses could produce a widespread change of this type. 
All connective-tissue constituents so far tried had failed 
to produce anything resembling rheumatoid arthritis 
when injected into animals, even when adjuvants were 
used. 

Transfusion of the rheumatoid factor in volunteers did 
not produce disease, and patients with agammaglobu- 
linemia could get something that looked like rheumatoid 
arthritis. If the rheumatoid factor were an antibody it 


was species non-specific; but so were the thyroid anti- 
bodies lately described in connection with thyroiditis. One 
of the biggest difficulties was the proportion of about 5%, 


of the normal population of temperate countries that 
showed a positive test for the rheumatoid factor but which 
did not have rheumatoid arthritis; and there were also 
many patients with rheumatoid arthritis in whom the 
rheumatoid factor was absent. In a recent incomplete 
survey of the native population of Liberia by Columbia 
University, no example of rheumatoid arthritis was found. 
Nevertheless 15°, showed a positive reaction for the 
rheumatoid factor as measured by the F 11 tanned-sheep- 
cell agglutination reaction. In contrast the frequency of 
rheumatoid arthritis in the Negro populations in the 
United States was similar to that in the white population. 
Nevertheless, until the possible pathogenic role of the 
rheumatoid factor was thoroughly and completely dis- 
proved, it provided the only support for the implication 
of hypersensitivity in the pathogenesis of rheumatoid 
arthritis. If its role were disproved we faced a long, hard 
struggle which could be won in the foreseeable future 
only with great luck and a dash of serendipity. 

Short accounts of some other contributions to the 
society’s meeting are recorded below. 


Metabolic Bone Disease 
Dr. S. W. STaNBury, Dr. A. J. Popert, and Dr. J. BALL 


* (Manchester) called attention to the simulation of rheumatic 


disorders by metabolic bone disease, particularly osteomalacia. 
Proof of osteomalacia had been the demonstration of wide 
seams of unmineralised osteoid, best revealed by von Kossa 
staining of biopsy specimens of undecalcified bone. Osteo- 
malacia was a treatable condition. Untreated it was painful 
and disabling and might lead to serious deformity; yet cases 
of osteomalacia were often misdiagnosed for years as muscular 
rheumatism, osteoarthritis, or even hysteria. Symptoms could 
be very variable: for example, spontaneous rib fractures might 
simulate pleurisy. A history of rickets or of osteotomies in 
childhood was sometimes helpful; there may be a curious 
discrepancy between symptoms caused by weightbearing and 
non-weightbearing limb movement. Radiologically the bones 
were not necessarily porotic; sometimes they appeared abnor- 
mally dense. A combination of dense bones and bowing had 
given risg to the misdiagnosis of Paget’s disease. On other 
occasions, however, secondary bone proliferation around joints, 
or ossification of the spinal ligaments, had been mistaken for 
arthritis or ankylosing spondylitis. Cases were cited of adult 
osteomalacia complicating renal disease, the Fanconi syndrome, 
and intestinal malabsorption, including that which follows 
gastrectomy. 

Prof. E. G. L. Bywaters (Taplow) called attention to the 
joint changes seen in hyperparathyroidism, with erosions and 
collapse of subchondral bone and secondary degenerative 
changes. Some of these changes resembled those recently 
described in biliary cirrhosis, Gaucher’s disease, and other 
diseases with weakening or infiltration of bone. 


Salicylates and Anzmia 

Dr. I. Porter, Dr. M. Lewis, and Dr. A. St.J. Drxon 
(Hammersmith) described an investigation of fecal blood-loss 
following aspirin therapy, using radioactive chromium-tagged 
red cells. 11 inpatients, without anemia (10 with rheumatoid 
arthritis and 1 with degenerative joint disease) were given gr. 60 
of aspirin daily. All patients lost blood whilst taking aspirin or 
calcium aspirin (there was no difference between these two 
preparations), but enteric-coated sodium salicylate in the same 
dosage did not cause bleeding. The amounts lost were small, 
usually less than 4 ml. per day, which was unlikely, in the 
absence of other factors, to cause iron-deficiency anemia. 
Aspirin therapy did not seem to be contraindicated by this 
finding, but there was much variation between patients, and 
3 patients who had presented with iron-deficiency anemia were 
found to lose up to 20 ml. or more of blood daily. These 
patients had all been taking aspirin for long periods and their 
fecal blood-loss stopped when this drug was withdrawn. 
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Dr. J. J. R. Durure (Edinburgh) reviewed the records of 
47 patients on continuous salicylate medication since 1945, 
Their average haemoglobin was 79°, initially and 87°, when 
last seen, 30 of the patients had had some iron preparation. 
He too felt that facal blood-loss caused by salicylates was not 
a serious objection to their use. 


Rose-Waaler Test in Still’s Disease 

Professor BYywATEeRS, Dr. MARY CARTER, and Dr. F. T. 
Scott (Taplow) had studied the Rose-Waaler test (D.A.T.) in 
142 children with Still’s disease, who were under 16 years of 
age at the onset of the illness. The patients had been followed 
between 4 and 10 years and the D.A.T. had been estimated an 
average of 9-5 times per patient. 13-4°%, were seropositive at 
the first test and 45°, had shown at least one positive test. 
19-7°.,, had had two or more positives. Positives were com- 
moner in the older age-groups and in males. There was no 
very close correlation between seropositivity and disease 
activity even in those with a number of positive results, and 
the only clinical feature which correlated with the positive 
results was the presence of nodules. 


Disappearance of Intradermal Congo-red 
Dr. R. A. PARKINS (Hammersmith) and Professor BYWATERS 
had studied the disappearance of intradermally injected 
congo-red dye in adults with rheumatoid arthritis, in normal 
healthy adults, and in hospital inpatients with miscellan- 


eous diseases. Abnormally slow fading-rates were seen in 28 
subjects of whom only 6 suffered from rheumatoid arthritis; 
and of these 6, 1 had suspected and 3 proven secondary 
amyloidosis. 2 patients with amyloidosis secondary to other 
disease also had slow fading-rates. 8 patients with lupus 
erythematosus, 7 of whom had systemic disease, showed 
delayed fading from apparently healthy skin. 10 jaundiced 
patients had slow fading-rates; 7 of them had obstructive 
jaundice. No common factor could explain this apparent 
dermal avidity for dye in the three groups of patients, but all 
had abnormal serum-proteins and perhaps abnormal tissue- 
proteins. 


Evaluation of Anti-inflammatory Compounds 

Dr. J. P. Currie (Glasgow) described experiments with 
salicylates, pirazol derivatives, and substances with anti-his- 
tamine action. The tests used included the suppression of 
tissue reaction to injected egg-albumin and kaolin or to ultra- 
violet-light injury, as well as tests of antipyretic, analgesic, 
antihistaminic, and water-retaining activities. There was a 
great deal of species variability, and the anti-inflammatory 
effectiveness of a compound varied with the type of test 
used. Experimental results bore little relationship to human 
therapeutic values; nevertheless in this work, though largely 
negative, some incidental findings had proved of value—for 
example, pirazol derivatives had been found which were 
uricosuric though not analgesic. 


Reviews of Books 


Autonomic Imbalance and the Hypothalamus 
ERNST GELLHORN, M.D., PH.D., professor of neurophysiology, 
University of Minnesota. Minneapolis. Minnesota: University 
of Minnesota Press. London: Oxford University Press. 1958. 
Pp. 300. 68s. 

THERE is an old and proved saying, that circumstances alter 
cases. Dr. Gellhorn has attempted a scientific study of the 
circumstances which alter responsiveness to the central nervous 
system. He has in particular studied induced changes in 
intensity of activity of sympathetic and parasympathetic 
centres in the hypothalamus. Using contractions of the nictitat- 
ing membrane as indicator, he found, for instance, that there 
was an increase in sympathetic activity in hypotension variously 
induced, compared with activity when blood-pressure was 
normal. Certain tests suggested that the hypothalamus was in 
particular responsible for this change in level of autonomic 
activity. A similar alteration in parasympathetic “ tuning ” 
could be demonstrated. The state of the hypothalamic centres 
could be altered by proprioceptive stimuli, by sympatho- or 
parasympatho-mimetic drugs, and by cerebral cortical processes. 
Vice versa, changes in the hypothalamic activity and autonomic 
balance profoundly affected the cerebral cortex as well as peri- 
pheral responses. From the results of cae of his hypotension- 
inducing tests he concluded that sympathetic reactivity 
declined considerably with increasing age. He also ‘ound 
significant differences in given age-groups, between the sym- 
pathetic reactivity of normal persons and those suffering from 
psychiatric disorders; he classed psychopaths especially among 
the hyperreactors, whereas schizophrenics seldom showed 
hyperreactivity. 

The problem attacked by Dr. Gellhorn is both important 
and difficult, and he has made a number of suggestions which 
may profitably stimulate others. All the more pity, then, that 
the book is largely a general account of work which has, so far, 
not been published in detail. Proper assessment of some of the 
conclusions is therefore impossible. Little information is given as 
to the exact location in the central nervous system of recording 
and stimulating electrodes, and it is not sufficiently helpful to 
be told they were in the right hypothalamus or the visual cortex. 
Nor are the tables and figures relating to the reactivity of 
different age-groups and mental states very enlightening. Con- 
clusions rather than detailed information are supplied, and these 


results are important enough to warrant fuller description. 
It is a pity that such potentially interesting work should be 
marred by these and other inadequacies. Nevertheless, the 
interesting idea behind the work is that autonomic changes 
reflect or are related to cerebral states which can be recognised 
as normal or psychotic, and that the autonomic changes are 
measurable; and for this idea in itself the book deserves 
attention. 


Hospital Planning for the Anesthesiologist 
H. L. Dornetre, M.D., professor of anesthesiology 
and head of the department, University of Tennessee College 
of Medicine. Springfield, Ill.: Charles C. Thomas. Oxford: 
Blackwell Scientific Publications. 1958. Pp. 119. 40s. 

THE limited scope suggested by the title is belied by a list 
of contents that ranges from the selection of an architect, 
through diagnostic radiology, to planning for local disaster. 
Practically every aspect of hospital design, construction, and 
function is mentioned, but in a general rather than a detailed 
way. Anesthetists will find, among others, useful chapters 
on the recovery room, the “‘ intensive care facility ’’, conductive 
flooring, and illumination; but they will be surprised to read 
that the author does not consider, in view of the high cost of 
hospital building in the United States, that an induction 
(anesthetic) room is a necessity. This brief and easily read 
survey will help the unwary and unschooled to avoid the 
major pitfalls so often associated with amateur hospital 
planning. 


Lumbar Disc Lesions (2nd ed. Edinburgh: E. & S. 
Livingstone. 1958. Pp. 244. 45s.).—The general form of 
Mr. J. R. Armstrong’s book, which first appeared six years ago, 
is unchanged, but the chapters on the pathology and zxtiology 
of disc degeneration have been rewritten to consider recent 
work. There are some changes too in the sections on methods 
of treatment, and Mr. Armstrong notes that manipulation is 
less often advocated than it was: its plate has been largely 
taken by traction (“‘ another of the more irrational manifesta- 
tions of therapeutic exuberance ”’). It is, of course, no fault 
of the author that the greatest shortcoming of the book is that 
nowhere in it is yet to be found a rapid and effective cure, 
even for a minority of lumbar disc protrusions. His mono- 
graph remains the most authoritative and comprehensive 
guide yet written to existing methods of treatment, operative 
and conservative. 
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Genetic Hazards of Diagnostic Radiology 

IT is now six years since the suggestion ' was made 
that diagnostic radiology was being used so widely as 
to be an appreciable genetic hazard to exposed com- 
munities, even though the dose of radiation to the 
gonads of each patient was small. The assessment 
made at that time considerably underestimated this 
hazard, because of an error in the assumed frequency 
of examination. The suggestion, however, stimulated 
much useful work (that of STANFORD and VANCE ” is out- 
standing), particularly in evaluating the average gonad 
doses received during certain types of examination with 
specified techniques. These data formed the basis of the 
estimate * in the Medical Research Council report ‘ 
of 1956 that this possible source of mutations added 
in this country at least 22°, to the “‘ genetically significant 


dose” of radiation from natural sources. A similar estimate - 


for the United States ° made at the same tine suggested 
an increase of about 100°,, over natural background. 
The United Nations Scientific Committee on the effects 
of atomic radiation, set up in 1955, called for data from 
as many places as possible; and work was at once started 
in several countries to assess the hazard from 
diagnostic radiology. The broad picture was outlined 
in the committee’s report *: the genetically significant 
doses from medical procedures were of the same order 
as doses from natural sources, and 80—90°,, of the total 
diagnostic dose to the gonads came from a few types of 
examination of the abdomen and pelvis. But much 
detail remained to be filled in, and the observations of 
LarssON ’ in Sweden, now published, do much to 
amplify the record. 

Though very few measurements of X-ray doses to the 
testes were reported until recently, such doses are not 
difficult to measure directly. Ovary doses, on the other 
hand, cannot be measured directly, and some way of 
deriving them must be found. STANFORD and VANCE 
measured the dose on the anterior surface of the 
abdomen and useg conversion factors obtained from 
experiments on cadavers. In Scandinavia, however, 
both Larsson and HAMMER-JACOBSEN * preferred 
ionisation chambers inserted in the rectum at the level 
of the ovary (except in barium-enema examinations, 
when they put them in the posterior fornix). In general, 
the doses they found were higher than those 
recorded in earlier inquiries, and much higher in 
barium-enema, abdomen, and chest examinations. 
Though this method may give a better assessment of 

1. = R. W., Osborn, S. B., Howard, A. Brit. J. Radiol. 1952, 

2. Stanford, R. W., Vance, J. ibid. 1955, 28, 266. 

3. Osborn, S. B., Smith, E. E. Lancet, 1956, i, 949. 

4. Hazards to Man of Nuclear and Allied Radiation. 
Stationery Office, 1956. 

5. Biological Effects of Atomic Radiation. National Academy of Sciences, 
U.S.A., 1956. 

6. Report of the U.N. Scientific Committee on the Effects of Atomic 
Radiation, 1958, U.N. document A/3838. H.M. Stationery Office. 
See Lancet, Aug. 16, 1958, pp. 355, 360. 


. Larsson, L.-E, Acta radiol., Stockh. 1958, suppl. no. 157. 
. Hammer-Jacobsen, E. Ugeskr. Lag. 1958, 119, 279. 
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ovary dose, differences in technique will influence the 
results. The Swedish work also includes a series of 
measurements on children of different ages, augmenting 
the findings of BILLINGs et al.* in the United States. 


To assess the genetically significant dose in diagnostic 
radiology, we need to know the number of different 
types of examination performed, and the age and sex 
distribution of those examined. Larsson gives fuller 
information on these points than has appeared in earlier 
reports, although most of the data came from no more 
than five X-ray departments, one specialising in 
pediatric radiology. OsBORN and SMITH’s findings * 
were also based on five hospitals, and this may well 
have been an inadequate sample which biased the 
results. | LARSSON’s final calculations are that the 
genetically significant radiation in Sweden amounts to 
72 milliréntgen (mr) per person per annum, about 
three times the minimum estimate of OsBoRN and 
SMITH for England and Wales. LARSSON points out, 
however, that this figure could be reduced to 28 mr 
by careful technique with little loss of diagnostic 
information. The possible changes in technique include 
protection for the scrotum, restriction of special views in 
obstetric and pediatric examinations, and reorganisa- 
tion of urethrography. Other means of reducing 
exposure have been suggested. Trout et al.’° recom- 
mended the use of high kV and filters; but though this 
certainly reduces the skin dose, it may not similarly 
reduce doses in deeper tissues or restrict scattered 
radiation.'' ARDRAN,'2 CLARKE,'* and others have 
emphasised the advantages of restricting the beam size to 
the minimum, thereby not only reducing the volume 
of the patient irradiated, and sometimes excluding the 
gonads from the beam, but also cutting down the scatter 
to parts,of the patient remote from the primary beam. 
One device recently introduced ' for the protection of 
the gonads is the material known as ‘ Armadillo’. 


A survey similar to LARsson’s, but a much wider one, 
is being undertaken in this country under the direction 
of the Adrian Committee,'® and the outcome is likely to be 
a more accurate assessment of the genetic dose than is 
possible in almost any other country, since here over 
95°, of the dose is delivered in hospitals or other institu- 
tions of the National Health Service. We hope that, when 
this enormous survey is complete, it will be possible to 
make the report as detailed as LARSSON’s. 

It is questionable of course to what extent such 
quantities of radiation are harmful, even genetically. 
Increase of the gonad dose to 20°, (or even 100°) above 
natural background may mean only a very small increase 
in genetic damage, which may take centuries to detect. 
Recent work '* suggests that in mice the genetic effect 

9. Billings, M. S., Norman, A., Greenfield, M. A. University of California, 
report UCLA 340. 1955. 

10. Trout, E. D., Kelley, J. P., Cathey, G. A. Amer. ¥. Roentgenol. 1952, 

7, 946. 

11. Martin, J. H. Med. 7. Aust. 1955, ii, 806. 

12. Ardran, G. M. Brit. ¥. Radiol. 1957, 30, 436. 

13. Clarke, W. G. Lancet, 1957, ii, 316. 

14. Tanner, J. M., Whitehouse, R. H., Powell, J. H. Lancet, Oct. 11,1958, 
p. 

15. Spiers, F. W. Phys. Med. Biol. 1957, 2, 152. 

16. Carter, T. C. Brit. ¥. Radiol. 1958, 31, 407 (see Lancet, Dec. 6, 1958, 
p. 1218); Carter, T. C., Lyon, M. F., Phillips, R. J. S. Nature, 


1958, 182, 409; Russell, W. L., Russell, L. B. 2nd U.N. Conference on 
Peaceful Uses of Atomic Energy, Geneva, 1958; paper 897. 
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of a given dose of radiation may depend on the rate at 


which it is given. This finding, if it is substantiated, 
shakes to the core the commonly accepted genetic 
hypothesis that the number of radiation-induced 
mutations is dependent solely on the total dose delivered. 
An alternative explanation is that a given dose of radia- 
tion produces more mutations in a testis than in an 
ovary—a thesis which is just as shattering to accepted 
ideas. Thus, even if the radiation doses were known 
with certainty, it would be premature to say just what 
are the genetic effects of present-day diagnostic radio- 
logy. A further point arises here. If the number of 
radiation-induced mutations depends on dose-rate, it 
follows that diagnostic examinations, where the dose- 
rate is high, would have a disproportionate genetic effect, 
compared with background radiation at low dose-rate. 
If, on the other hand, the same dose induces more muta- 
tions in the male than in the female, any genetic effect of 
diagnostic radiology can be greatly reduced simply by 
using appropriate testicular shields. It is certainly wise, 
however, in our present ignorance, to reduce all gonad 
doses to the very minimum. 


Clinical Significance of 
Serum-transaminase Levels 


GLUTAMIC oxaloacetic transaminase (G.O.T.) and 
glutamic pyruvic transaminase (G.P.T.) each remove 
an amino group from glutamic acid. This group is 
then transferred to oxaloacetic (G.O.T.) or pyruvic 
G.P.T.) acid with the formation of aspartic acid and 
alanine respectively. Both enzymes are widely dis- 
tributed in human tissues.! The G.O.T. content is greatest 
in heart, is high in liver, and is somewhat less in muscle 
and kidney. The G.P.T. content is greatest in liver and 
much less in kidney and heart. In comparison with 
levels in the tissues, the normal serum levels of both 
enzymes are very low. By means of colorimetric tech- 
niques, normal serum levels have been defined in terms 
of units; the serum-glutamic-oxaloacetic-transaminase 
$.G.0.T.) range being 4-40 units and the serum- 
glutamic-pyruvic-transaminase (S.G.P.T.) range 
units. The normal individual range of variation is not 
more than 10 units. 

La Due et al.* first showed that a significant increase 
in $.G.0.T. follows myocardial infarction in man. The 
rise is manifested about six to twelve hours after the 
coronary occlusion *; the level reaches a peak, which 
may be as high as 15 times the normal level, within 
twenty-four to forty-eight hours and returns to normal 
by the fourth to seventh day. If determination of the 
serum-enzyme level is delayed too long, the result may 
be negative. BARON et al.‘ obtained constantly high 
levels, provided the specimens were obtained twelve 
to forty-eight hours after the infarction; but other 
workers have obtained false negative results® in a 
small proportion of cases—in the series investigated by 
1. Wréblewski, F., La Due, J. S. Proc. Soc. exp. Biol., N.Y. 1956, 91, 569. 


2. La Due, J. S., Waiblewski, F., Karmen, A. Science, 1954, 120, 497. 
3. La Due, J. S., Wroblewski, F. Circulation, 1955, 11, 871. 


4. Baron, D. N., Alexander, C. P., Bell, J. L., Oakley, C. M. Quart. 7. Med. 
1958, 27, 533. 

5. Dewar, H. A., Rowell, N. R., Smith, A. J 
p. 1121. 


Brit. med. J. Nov. 8, 1958, 


Dr. KEELE and his colleagues * the false negatives were 
under 2°,,. Possibly with relatively small infarcts the 
peak level is only at the top limit of the accepted normal 
range.’ In a patient whose serum-transaminase in 
health is in the low range of normal, a level of 40 units 
might represent a genuine rise; it is, therefore, advis- 
able in such a case to carry out serial determinations. 
If the value falls by more than 10 units (the accepted 
normal range of individual variation) this could be 
regarded as possible supportive evidence for the diag- 
nosis of cardiac infarction. 

As Dewar et al.® have pointed out, the S.G.0.T. level 
has proved of especial value in complicated coronary 
infarction. An extension or a second infarction will give 
a secondary peak, even though the electrocardiogram 
has not changed. Diagnosis is also difficult when an 
abnormal electrocardiographic rhythm is associated 
with cardiac infarction, and a rise in S.G.0.T. is then a 
valuable pointer. KEELE et al.* havé shown that the 
height of the s.G.o.T. level twenty-four to forty-eight 
hours after the onset of pain is closely related to 
immediate mortality and the development of heart- 
failure. The prognostic importance of the height of the 
peak has been demonstrated also by others; the height 
is to some extent correlated with the size of the infarct 
estimated by electrocardiography.* Dr. GoBLE and 
Dr. O’Brien ’ have found that the s.G.0.T. level is a 
sensitive index of myocardial necrosis. Anginal pain 
at rest, with an abnormal but not diagnostic electro- 
cardiogram but with a raised $.G.0.T. level, carries the 
same prognostic significance as does the electrocardio- 
graphically proven infarction.* On the other hand, a 
normal serum-transaminase level does not exclude a 
small coronary infarction, particularly if this is sub- 
endocardial. With chest pain from most other causes, 
the serum-transaminase does not tend to be raised; but 
BaRON et al.‘ found increased values after pulmonary 
embolism accompanied by protracted shock. A rise 
has also been observed as a result of rupture of the left 
pectoralis major muscle.*® 

Much useful diagnostic information has been obtained 
from study of the serum-transaminases in hepatic dis- 
orders. The highest levels, involving increases in both 
S.G.0.T. and S.G.P.T., have been found in toxic hepatic 
disease. In carbon-tetrachloride poisoning, peak levels 
of both serum enzymes as high as 27,000 units have been 
recorded. These values fall rapidly towards normal 
after exposure to the toxin is ended.* In viral hepatitis * '° 
both transaminases are increased; but the increase in 
S.G.P.T. is thought by some to exceed that of S.G.0.T. 
The rise occurs in the prodromal phase; and the peak, 
which may be 100 times the normal level, is reached 
at a time when the patient is clinically at his worst. 
With clinical evidence of impro¥ement the levels fall." 
With complications there is often a secondary super- 
imposed rise; and such a rise is sometimes associated 
6. Keele, K. D., Goulden, F., Newman, M. J. D. Lancet, Dec. 6, 1958, 
7. ble, A. J., O’Brien, E. N. ibid., Oct. 25, 1958, p. 873. 

8. Wrdéblewski, F., La Due, J. S. Ann. intern. Med. 1955, 43, 345. 
9. De Ritis, F., Coltorti, M., Giusti, G. Minerva med. 1955, 46, 1207. 
Pryse-Davies, J., Wilkinson, J. H. Lancet, 1958, i, 1249. 


. Wroblewski, F. Hepatitis Frontiers (edited by F. W. Hartman and 
G. A. Logrippo); p. 447. Boston, Mass, 1957. 
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with over-early ambulation—a rise of 50 or more units 
is sometimes taken as indicating a need for return to 
the regime of rest. Relapses of hepatitis are associated 
with secondary rises, and unresolving hepatitis tends to 
be accompanied by persistently increased serum- 
transaminase at a time when serial estimates would be 
expected to be showing a return to normal.'* The 
failure of S.G.0.T and S.G.P.T. to return to normal 
suggests the development of chronic hepatitis. It 
seems that in hepatitis serial readings may provide 
a more accurate indication of the clinical state than the 
conventional liver-function tests.'* In an epidemic of 
acute infective hepatitis in an institution, the serum- 
transaminase levels proved more sensitive indicators 
of subclinical hepatitis than the conventional tests.’ 
Other virus diseases, if complicated by hepatitis, also 
bring about raised serum levels. 

Hepatic cirrhosis is associated with an increase in 
$.G.0.T. and a smaller increase or no increase in $.G.P.T * 
Biliary cirrhosis is generally accompanied by some- 
what greater increases than portal cirrhosis.’ If cirrhosis 
becomes complicated by superimposed hepatitis, there 
is an additional rise in the serum level of these enzymes.* 
This further rise is not fougd in decompensated cirrhosis, 
and so the test is useful in deciding whether sudden 
hepatic decompensation is due to progressive cirrhosis 
or to superimposed hepatitis. 

In neoplastic disease involving the liver the s.G.0.T. 
level rises somewhat, the extent being roughly pro- 
portional to the amount of liver-cell injury resulting 
from tumour growth.'® In this respect the transaminase 
level behaves like that of alkaline phosphatase; but 
there is not (as there is with alkaline phosphatase) 
a rise resulting from bone involvement. 

Estimation of serum-transaminase is proving to be 
particularly useful in the differential diagnosis of 
jaundice. The levels tend to be higher in jaundice 
resulting from hepatocellular disease than in that 
resulting from extrahepatic obstruction. This is the 
reverse to the behaviour of serum-alkaline-phosphatase, 
and LATNER and SMITH '’ have shown that the Ss.G.0.T/ 
serum-alkaline-phosphatase ratio can be of considerable 
help in diagnosis. Kove et al.'* have found that the 
serum-transaminase- level may be useful. in the 
differential diagnosis of jaundice in the newborn infant. 
In the neonate the normal range of serum-transaminase 
is much greater than in adults, s.G.0.T. ranging from 
13 to 120 units and s.G.P.T. from 12 to 90 units. In 
infants with physiological neonatal jaundice and 
jaundice secondary to hemolytic conditions, the serum- 
transaminase level seems to remain in the normal range; 
but in one case of very severe hemolysis there was some 
rise. With agenesis of the common bileduct, the serum 
level rises gradually over some weeks to levels below 
800 units. In one infant with mild acute hepatitis the 
12. Wroblewski, F., La Due, J. S. Ann. intern. Med. 1956, 45, 801. 

13. See Lancet, Aug. 23, 1958, p. 403. 
14. anu” La Due, J. S. Ann. intern. Med. 1956, 
15. Molander, D. i Sheppard, E., Payne, M. A. ¥. Amer. med. Ass. 


1957, 163, 146 
16. Wroblewski, F., Das S. Cancer, 8, 1155. 
915. 


17. A. L. Smith, A | 
18. rl » Goldstein, S Amer. med. Ass. 1958, 168, 


Jervis, G., 


‘including casualty, 


level rose, in one week, to well above 800 units. This 
corresponded to the time of increasing jaundice and 
was followed by a rapid return to normal neonatal values 
in about a week. It seems very likely that the different 
types of neonatal jaundice may prove to be associated 
with characteristic patterns of serum-enzyine activity. 

Increases in S.G.0.T. have been observed in massive 
cerebral hemorrhage and thrombosis.'* s.G.0.T. levels 
of cerebrospinal fluid have also been studied; but there 
is some doubt about the clinical usefulness of trans- 
aminase determinations in relation to disease of the 
central nervous system. 


Annotations 


HOSPITAL COSTING RETURNS 

Tuis year, for the first time, details based on data from 
200 large hospitals in England and Wales have been 
published on the cost of a number of departments, among 
which are inpatient wards, outpatient departments 
general administration, medical 
records, maintenance, boiler-house, power and lighting, 
laundry, catering, radiography, pathology, and physio- 
legy.2° These figures give some picture of the proportional 
costs of different sections of the hospitals. Hitherto, 
costs of inpatients have been assessed by removing the 
cost of outpatients on an arbitrary basis of 5 outpatients 
equalling 1 inpatient day—a device that underestimated 
the cost of inpatients. 

The comparison of figures between different hospitals 
does not seem to be particularly rewarding. Here and 
there are striking differences; but a high cost for out- 
patients is correlated with a small department, and the 
greater the number the smaller the cost. The figures for 
catering are surprisingly similar. The cost of power, 
lighting, “and heating, and maintenance fluctuates con- 
siderably, but this is only to be expected with the great 
physical differences between hospitals. In some minds 
there is doubt about the accuracy of the basic data. There 
may be alternative ways of calculating a cost, and a brief 
inquiry shows that there has been no uniformity. The 
cost of power, lighting, and heating is related to cubic 
capacity. How many hospitals have given an approximate 
figure based on guesswork, and how many have had an 
accurate survey made? Such a survey is an expensive 
undertaking. Where has its cost been allocated ? 

The object of these departmental costings is to enable 
hospitals to achieve further economies in management and 
greater efficiency. The idea is excellent, but possibly the 
savings will not be commensurate with the cost of the cost- 
ings; the results of the first year’s report should be 
carefully studied, and detailed costing perhaps continued 
on a limited scale taking one department at a time. 
Everyone knows how econemies could be made; but most 
require capital expenditure, which is still restricted: 
with high maintenance costs due to capital starvation, our 
hospitals are among the least efficient organisations in the 
country. One puzzling feature of the costing is the 
introduction of depreciation as a book item for some 
departments. In the X-ray department, ten-year deprecia- 


19. Lieberman, J., Dulkin, S. I., Lobstein, O. E. Ann. intern. 


Med. 1957, 46, 49 
20. National Health oles Hospital Costing Returns Year Ended March 31, 
1958. Vol. hospitals which operated the main scheme. H.M. 
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tion is calculated on all equipment costing £750 or more. 
With the inability of hospitals to accumulate capital, and 
the absence even of any contingency fund, the marking 
down ot depreciation seems pointless and misleading. 
Hospitals do not want this sort of financial juggling but 
real practical help. 

Is it really necessary for a patient’s name to be rewritten 
perhaps a dozen times on admission and many times 
subsequently ? Industry would use a punch stamp. Is 
it really necessary to have such inefficient interdepart- 
mental communications and so much running backwards 
and forwards by nursing staff? Is it really necessary for 
skilled painters to wash down paint? Are there no 
recent advances in decoration techniques to reduce the 
heavy cost of maintenance? Must heat from power- 
stations be dissipated into the air when it could heat a 
nearby hospital? And why keep hospitals in expensive 
sites when they could be rebuilt more conveniently for 
the cost of the land ? Why cannot the Treasury and the 
Ministry of Health really settle down to the problem of 
building first-class hospitals with lower running costs— 
instead of being content with extravagant second-class 
buildings which are inferior to those in nearly every other 
Western country ? 

EXERCISE AND THE BLOOD-SUPPLY OF THE 

SPINAL CORD 

IN the majority of tissues increased metabolic activity 
is accompanied by increased blood-flow and local vasodi- 
latation, and this has been shown in the brain in labora- 
tory animals.' Up till recently there has been little 
evidence as to whether the same holds in the spinal 
cord. Blau and Rushworth? have now investigated this 
question. 

By an ingenious technique they have produced repeti- 
tive spinal flexor reflexes at two-second intervals for 
periods of half an hour up to two hours in one lower limb 
of lightly anzsthetised mice. They were able to avoid 
crossed extensor and other associated reflexes by apply- 
ing a minimal stimulus. Immediately the stimulation was 
stopped the heart was opened and the left ventricle per- 
fused at first with saline solution and then with diluted 
indian-ink, and the animal was fixed in formol saline. 
Sections of the spinal cord were then examined, the two 
sides of the cord being compared, and comparison was 
also made with control animals which had been treated in 
a similar way except for the absence of electrical stimula- 
tion. The sections of the cord were examined for increased 
vascularisation and for blood-vessel dilatation, and reason- 
ably clear-cut results were obtained. In 16 of the 21 
animals in which the injection was adequate there was 
pronounced vascular dilatation and increased density of 
blood-vessels localised to the homolateral region of the 
spinal-cord segments activated by the flexor reflex, while 
in the other 5 animals there was dilatation of blood- 
vessels in patches of the lumbar and sacral segments 
with some extension into the thoracic cord. Blau and 
Rushworth could not demonstrate any simple relationship 
between the duration of stimulation and the vascular 
response. 

In these experiments the increased activity in the lower 
spinal segments was caused by reflex action, but, assum- 
ing that there is a similar vascular response during volun- 
tary movement, Blau and Rushworth have suggested some 
clinical correlates of their findings. In 1911 Déjerine ? 


1. Serota, H. M., Gerard, R. W. 3. Neurophysiol. 1938, 1, 115. 
2. Blau, J. N., Rushworth, G. Brain, 1958, 81, 354. 
3. Déjerine, J. Pr. méd. 1911, 19, 981. 


described intermittent claudication of the spinal cord in 
which when the patient walked the legs became heavy and 
progressively weaker and sphincter disturbance developed, 
the condition improving when the patient rests. When 
the symptoms were brought on by exertion there might 
be mixed upper and lower motor neurone signs in the 
legs; the signs disappeared with rest. This rare and badly 
named syndrome has attracted comparatively little atten- 
tion since Déjerine’s description, but Blau and Rush- 
worth’s findings help to explain its pathogeny. In the 
presence of disease of the spinal arteries—and the condi- 
tion has been found in neurosyphilis and in arteriosclerosis 
—the blood-supply may be sufficient for the resting 
needs of the lumbar and sacral segments, but when the 
patient walks the increased vascular supply needed cannot 
be delivered through the diseased vessels and progressive 
anoxia and impaired function develop. Blau and Rush- 
worth also suggest that their findings may be important 
in explaining the increased incidence of paralysis in 
anterior poliomyelitis when exercise is taken during the 
preparalytic stage of the disease. During the early stage 
there is viremia,’ and if muscles are exercised there will 
be increased local vascularity of the spinal cord and pos- 
sibly also increased permeability of the blood-vessels. 
They suggest that their work might be extended to deter- 
mine whether the increased vascularity is in fact accom- 
panied by increased permeability of the vessels to injected 
particulate matter and viruses. 


FOOD AND AGRICULTURE 1958 

THE latest estimates of agricultural production have 
been set out by F.A.O.* The report indicates that in the 
relatively underdeveloped regions—the Far East (exclud- 
ing China), the Near East, Africa, and Latin America— 
agriculture is just keeping pace with the growth of popu- 
lation. In 1957 the estimated annual increases for these 
regions were 2°6°,, and 1-7", respectively. These figures 
support the view that, in those parts of the world where 
undernutrition is widespread, conditions in recent years 
have changed little—either for the better or for the worse. 
In many of the less developed countries schemes for agri- 
cultural improvement have been held up by a lack of 
funds for capital investment, largely because of declining 
earnings from exports. Nevertheless vigorous efforts are 
being made to keep pace with the requirements of grow- 
ing populations, and in some countries notable develop- 
ments have taken place. 

In Western Europe the annual increase in population 
was only 0-8°, and in agricultural production 1:3%,. 
Thus, we are becoming a little less dependent on outside 
sources for our food. 

North America and Oceania are two regions with a 
high rate of population increase (1-9 and 24%, annually) 
but with large agricultural surpluses. In both there has 
been great expansion in agriculture, but last year this was 
checked ; and in neither region is agriculture now increas- 
ing so fast as the population. This slowing down in the 
development of resources is a new feature in economic 
affairs: it is attributable to difficulties in disposing of 
surplus food stock by the normal trade channels. Some 
30-40%, of the United States agricultural exports are 
shipped under special programmes. This represents a 
contribution to the nutrition of the people of Asia and 
4. Russell, W. R. Brit. med. J. 1947, ii, 1023 
5. Bodmin, D. Amer. 7. Hyg. 1954, 60, 339 
6. The State of Food and Agriculture 1958. F.A.O., Rome. Obtain- 


able from H.M. Stationery Office, P.O. Box 569, London, S.E.1. 
Pp. 222. 12s. 6d 
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elsewhere which, though far from negligible, cannot 
remove the widespread malnutrition. It would be foolish 
to expect any substantial increase in this aid. 


LOCAL NITROGEN-MUSTARD TREATMENT 

THE original nitrogen-mustard drugs have now been 
in use for twelve years or so and have been applied 
mainly to the treatment of chronic leukemias and of 
Hodgkin’s disease and the other reticuloses. Nitrogen 
mustard is a powerful antimitotic drug and has to be 
given intravenously in a running saline drip. Many 
modifications of the original drug have been prepared; 
some have been extensively tested, but few have passed 
into regular therapeutic use. Chlorambucil! can be 
given orally, and triethylene thiophosphoramide * can be 
given intramuscularly; but neither of these is as active 
or as powerful as the original drug. All drugs in this 
group are liable to cause aplastic anemia if given in too 
large doses, and their usefulness in chronic leukemias 
and reticuloses is due to the fact that these abnormal 
proliferations can be influenced before the danger of 
aplastic anemia becomes serious. But when nitrogen- 
mustard treatment was applied to the control of inoper- 


able cancer, such as bronchial carcinoma which was no. 


longer resectable, it was soon found that, to influence 
the tumour significantly, it was necessary to give doses 
that were generally toxic and hazardous to life. 

One way of overcoming this difficulty was suggested by 
Bateman et al.*; they cannulated a major artery supplying 
the tumour area, and if possible at the same time they 
temporarily occluded efferent veins; the nitrogen mustard 
was delivered in fractional doses via the arterial cannula. 
In this way they obtained increased effectiveness of the 
nitrogen mustard, but there was still enough general 
toxicity to prevent administration of large enough total 
doses to reduce the malignant tumour satisfactorily. A 
new approach has been made by Creech et al.‘ of 
New Orleans. They used an extracorporeal-circulation 
apparatus of the type provided for cardiac operations and 
showed that in dogs it was possible to exclude the limbs, 
the mid-gut, and the liver from the systemic circulation 
and to perfuse this at moderate flow-rates for about 
thirty minutes without producing any untoward effects. 
They used this method to find out how much nitrogen 
mustard or phenylalanine nitrogen mustard could be 
given safely, how long the action lasted, and whether 
increased oxygen tension enhanced the effect of mustard 
as it is claimed to do for radiotherapy °; by injecting 
Evans-blue dye they were able to confirm the effective 
isolation of the perfused area. Doses of 0-8-1-0 mg. 
nitrogen mustard per kg. body-weight, administered in 
three equal amounts at intervals of six minutes, were 
well tolerated; the perfused blood was found to be active 
for about eight minutes, and with phenylalanine nitrogen 
mustard for about two hours; oxygenating the blood 
seemed to be worth while. 

Creech et al. have now applied the technique to the 
treatment of 24 patients with malignant neoplasms in 
various parts of the body. The extracorporeal circuit 
consisted of a ‘ Sigmamotor’ pump and a disposable 
oxygenator of simple design; for the more elaborate 
arrangements needed for dealing with lung tumours a 
1. Galton, D. A. G., Israels, L. G., Nabarro, J. D. N., Till, M. Brit. med. J. 

1955, ii, 1172. 

. Leonard, B. J., Israéls, M. C. G., Wilkinson, J. F. Lancet, 1956, ii, 1017. 
Bateman, J. C. S., Klopp, S. T., Cromer, J. K. Blood, 1951, 6, 26. 

. Creech, A., Jr., Krementz, E. T., Ryan, R. F., Winblad, J. N. Ann. 
Sure. 1958, 148, 616. 


. Churchill-Davidson, I,, Sanger, C., Thomlinson, R. H. Brit. ¥. Radiol. 
1957, 30, 406. 
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DeWall helix-reservoir type of bubble-oxygenator was 
used. The main artery and vein to the tumour area were 
exposed by dissection, and cannulas were inserted in 
them. In lesions of the lower limb the common femoral 
artery and vein were cannulated. In lesions of the pelvis 
the aorta and inferior vena cava were occluded below their 
renal branches and cannulated just above their bifurca- 
tions; pneumatic tourniquets were applied to the lower 
limbs to keep out the perfusion fluid. Clearly such 
arrangements called for considerable surgical skill. 


One patient was a man of 76 who had had a malignant 
melanoma of the left foot, and about 175 secondaries had 
appeared locally on the leg and thigh; a groin gland biopsy 
showed no infiltration, but tumour cells were noted in a small 
lymphatic vessel. In this patient the left common femoral 
artery and vein were cannulated and 4 doses of 30 mg. of 
phenylalanine nitrogen mustard were administered at five- 
minute intervals ; the perfusion lasted for twenty-three minutes ; 
afterwards the cannulas were withdrawn and the vessels 
repaired. During the perfusion an Esmarch tourniquet was 
in position over the left iliac crest and the gluteal crease. 
The appearance of the limb remained normal throughout. 
After three weeks the metastases began to show changes, and 
eventually they faded away to a “ freckle ’”’; sections confirmed 
that the tumour cells had disappeared. No haematological 
changes appeared at any time. Eleven months after the 
perfusion 8 local tumours were present, though altered, and 
no new ones had appeared. 

A second example was a girl of 18 who had had a supra- 
condylar amputation of the left arm performed because a 
rhabdomysocarcoma had appeared in the forearm. Four 
months after the amputation a large mass appeared in the left 
axilla; and a tumour was also present in the amputation 
stump, which had become extremely painful. In this patient 
the perfusion was carried out through the left subclavian 
artery and the left innominate vein, which were exposed 
through a median sternotomy. Nitrogen mustard was perfused, 
a total dose of 30-8 mg. was administered in four equal portions 
given at five-minute intervals. The perfusion lasted for 
twenty minutes, and afterwards the vessels were repaired and 
the thogacic wound was closed. Pain in the amputation 
stump ceased almost at once; and in a month both tumours 
had shrunk, only a small nodule remaining in the left axilla. 
In this case the dye injection showed that the perfusion area 
had not been completely isolated; nevertheless no signs of 
toxic depression of blood formation appeared. Secondary 
tumours later developed elsewhere. 


The most spectacular case was an attempt to reduce a 
pulmonary neoplasm. 

The patient’s right bronchus was obstructed by a neoplasm 
that extended on to the trachea; it was an epidermoid carcinoma 
and was considered unresectable. A double extracorporeal- 
circulation system was arranged, one to perfuse the pulmonary- 
artery system and one the systemic arterial supply. The 
nitrogen mustard was administered through the pulmonary 
circuit, and the operation was followed by progressive improve- 
ment in the radiographic signs in the chest and significant 
re-expansion of the right lung. But Creech et al. are doubtful 
about the vajue of this particular observation, and say that the 
case is of interest primarily because of the techniques of 
perfusion. 


The unusual surgical skills needed for this kind of 
treatment are likely to prevent its use becoming wide- 
spread; yet it clearly has a place, especially in cases such 
as the first one described here. In the U.S.A. no doubt 
the method will be further tested for patients who cannot 
have other forms of treatment. In this country the small 
amount of apparatus for extracorporeal circulation and 
the few teams of operators are fully occupied in other 
directions. 
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WHEN the new Association for the Study of Medical 
Education held its first conference,' on Sept. 25, at the 
Royal College of London, the opening 


address was given by Sir Russell Brain as the Association’s 


*hysicians of 


first president. For those who did not hear it, we publish 
this address, followed by that of Dr. Lester Evans on 
the same day. 


THE NEED FOR EXPERIMENT 


Sir RUSSELL BRAIN 
Bt., D.M. Oxon, D.C.I , 
PHYSICIAN TO THE LONDON HOSPITAL 
THIS is a significant occasion Institutions, and 


established social organisations such as the professions, 
resemble human beings in that they are never more than 
partially conscious. I do not mean that they are patho- 
logically unconscious, though perhaps that is sometimes 
the case: I mean that mind, whether it is active in an 
individual or in an organisation, can never attend to more 
than a limited number of things at a time, and it manages 
to attend to those only by relegating many of its activities 
to the sphere of automatic reactions or, if you like, the 
unconscious. Consciousness exists to exercise choice— 
in Toynbee’s words, to give the response to a challenge, 
which may come either from without, the environment, 
or from within, a threat indicated by a pain. As long as 
there is no challenge, and no choice, reactions can safely 
remain automatic, that is traditional. 

This occasion is significant because it represents the 
conscious response to a challenge. Of course there is 
nothing new in an interest in medical education. For 
many years it has been a preoccupation of foundations, 
societies, and individuals all over the world; but, if I 
may use a neurological metaphor, all these have been 
hitherto in a sense activities at the reflex level. However 
valuable their function, the organism as a whole has been 
but dimly aware of them. But now the whole problem 
of medical education has emerged fully into consciousness, 
and the foundation of this Association means that the 
stimulus has reached one of the cortical layers and is 
rousing it to a state of activity which may ultimately 
lead to a motor response. 

But though we may have become conscious of the need, 
I am by no means sure that we have become equally 
conscious of some of the assumptions we make when we 
talk about it. I think, therefore, that the most useful 
thing I can do is to ask a series of questions. 

QUESTIONS 

The first is, has education an aim? You must all have 
listened to many lectures and addresses on “‘ the aims of 
education”’. But perhaps our suspicions should be 
aroused by the fact that educationalists find it necessary 
to discuss this question so often and at such length. Is 
there not some truth in the idea that education in general 
has hitherto for the most part been not so much pursuing 
an aim as looking for an aim to justify its pursuits? The 
present state of scientific and technological education in 
this country shows what comes of leaving education to the 
educationalists. Everybody will agree that it is better 
that people should be educated, whatever that may mean, 
than not. But, that being granted, it would seem that 
education has often been more of an art than a science, 
and has sought less to achieve an end than to carry out 
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activities which seemed good in themselves, or perhaps 
which seemed good as ends, but only in themselves, and 
without considering their relationship to any total end 
of education. Of course, this process has been freely 
justified by rationalisations by which it is maintained that 
the methods employed aim at the effects they produce— 
i.e., people exhibiting certain desirable characteristics. 

Now I have purposely exaggerated‘a little, but I would 
ask you to consider whether this has not in the past been 
to a large extent true of medical education. Have we had 
a conscious aim here, or have we, starting with the general 
idea that the qualified doctor must know something about 
A, B, C, D, and E, left it to the teachers of those subjects 
to teach them as ends in themselves rather than as means ? 

This brings me to my second question. I can already 
hear some of you replying to the first, that of course there 
has been (at any rate for the last century), an aim in medical 
education—namely, to ensure that before a doctor is 
allowed to practise he knows enough for it to be safe for 
him to do so. But several assumptions underlie this 
plausible statement. It is, of course, a requirement of the 
State, and as an ideal unchallengeable; but I rather 
enjoyed a passage which I read the other day in a review 
of a book about the Bar: ** The examinations, which were 
only introduced as a sop to the educationists in the 1870s, 
who thought it was immoral to do anything in life without 
a test, are of no consequence. The highest place in a Bar 
examination (which is not difficult to obtain) brings in 
its wake no single brief.’’ But it is no new thing for the 
Law to impose upon Medicine restrictions which it is 
careful to evade or take very lightly itself. 

But a safe doctor is not the same thing as a good doctor. 
No doubt a good doctor will be a safe one, but a safe one 
will not necessarily be a good one. So we must go on to 
ask whether our present educational methods, related as 
they are to the criterion of State requirements, are those 
most likely to produce good doctors. This carries us a 
stage further, for we now have to inquire what is a good 
doctor, and that involves the further question, good for 
what ? This idea of goodness in a doctor as itself a means 
and not an end raises a number of further questions. 
What is required of a general practitioner, for example, 
may differ considerably in relation to the part of the 
country in which he practises, still more in relation to the 
kind of facilities the State is prepared to give him, and 
will be influenced also by the kind of work done in hos- 
pitals and the amount of money the State is prepared to 
spend on consultants. Nevertheless, subject to some 
factors being outside the control of the medical profession, 
if we are to train men and women for this branch of 
medicine we should have a clear idea of its desirable 
scope and we must decide what should be the relationship 
between the basic training recognised by qualification 
and the more specialised skills involved alike in general 
practice and the long-established specialties. Having 
regard to all these variables, including the demands which 
society makes upon the doctor, we may need one kind of 
good doctor in the United Kingdom, another in the 
United States, and yet others in Australia or Nigeria. 

But we are still making assumptions; for, if there may 
be different kinds of good doctor in relation to different 
national needs, may there not be different kinds of good 
doctor in relation to the same national needs? Is it not 
possible that one medical school might produce one kind 
of good doctor and another medical schoo! another kind, 
and might they not, though different, both be equally 
good ? And might not a country be the better for having 
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two or more different kinds of good doctor rather than 
one ? And if this is true, can we devise a single universally 
applicable test which can recognise, and make allowances 
for, the different varieties of goodness in the doctors 
produced by different educational methods? And if we 
attempted to apply such a test would it work without having 
a restrictive effect upon those qualities of vision and 
creativeness upon which progress in medical education 
depends ? Perhaps the answer to this is that, though we 
say that a doctor’s training must be related to the functions 
he has to perform in his own particular society, we know 
that these variations are slight compared with the basic 
pattern of medical thought and practice, which is the 
same wherever a doctor is to work. In the words of the 
Royal College of Physicians’ committee on medical 
teaching 
“to give, before registration, a full training for any branch of 
medicine has become impossible, and to try to do so has become 
harmful. Instead of a comprehensive vocational training the 
aim in future should be to give the student a basic professional 
education of high standard: he should acquire a soundly 
rooted stock of knowledge on which any branch can be grafted 
later. It is true that a great many facts must be assimilated 
by anyone who is going to do any kind of medical work; but, 
both for the future general practitioner and for the future 
specialist, factual knowledge is in the long run less important 
than the ability to learn and go on learning ”’. 
This ability is difficult both to teach and to measure, 
but before we consider the possibilities of experiment in 
medical education it seems necessary to agree on the 
character of basic professional education ”’ 
methods of ascertaining that the student has acquired it. 

This brings us to the question of the relationship 
between medical teaching and examinations. We some- 
times speak as if the examinations were a dead hand upon 
medical education. On the other hand there are some who 
have such a pathetic faith in them that they believe that 
the only way in which to get a medical student to take an 
interest in their subject is to have an examination paper, 
or at least a question in a paper, set upon it. What a 
comment on medical education! As I have implied earlier 
I believe the relationship between teaching and examina- 
tions is more subtle than this. While there is a sense in 
which the examinations determine the teaching, it is 
surely equally true that the teaching determines the 
examinations, and after all the same people are responsible 
for both. But there is more than this to examinations. 
We are all familiar with the candidate whose work and 
capacity we know from our own experience to be good, 
who is competent and intelligent, and who yet unaccount- 
ably fails in his examinations, sometimes repeatedly. It is 
easier perhaps to detect these unfortunates when they are 
taking postgraduate exarninations than at earlier stages 
in their careers. We are apt to say “ So-and-so should 
have got through, but he is a bad examinee”’. This 
clearly means that in order to pass an examination it may 
be necessary to have not only the requisite knowledge and 
skill in medicine, but an additional skill in examination- 
passing. But then, we say, we must have examinations, 
and it’s just too bad for poor old So-and-so. So, no 
doubt, muttered Procrustes. 

FACTS, SKILLS, AND PRINCIPLES 

When we really get down to fundamentals we find, as 
the college’s committee soon discovered, that we are 
faced by some problems which are unsolved not only in 
medical education but in education generally, and which 
present themselves in medical education with particular 


and on, 


complexity. Do we find in any other profession the same 
need for some knowledge in the most rapidly advancing 
fields of pure science, for skills which can be learnt only 
by imitation and practice, and for a knowledge of the 
human mind in all its diversity facing all the changes 
and chances of this mortal life ? Small wonder that it is 
difficult for us to decide how to divide our educational 
emphasis between facts, skills, and the principles which are 
the tools of present and future thought. And this is the 
kernel of our problem. I have put skills in the middle, 
because properly interpreted they form a bridge uniting 
facts and principles. But the teaching and ascertainment 
of a skill present peculiar difficulties. There are lower- 
level skills, such as the examination of the patient, and 
higher-level skills, such as the art of diagnosis. The use 
of knowledge is itself a skill. Polanyi in his recent book 
Personal Knowledge has some wise things to say about this: 

“* To learn by example is to submit to authority. You follow 
your master because you trust his manner of doing things 
even when you cannot analyse and account in detail for its 
effectiveness. By watching the master and emulating his 
efforts in the presence of his example, the apprentice uncon- 
sciously picks up the rules of the art, including those which 
are not explicitly known to the master himself.” 

The important point here is that the apprentice “ uncon- 
sciously picks up the rules ”’, including those of which his 
master himself is unconscious. 

Perhaps the truth about medical education in this 
country is something like this. We are good at skills and 
on the whole distrust definitions, and we make our 
definitions work by means of skills which are often 
undefinable. Until recently our medical curriculum has 
worked reasonably well on this basis. It worked because 
what was done in medical teaching was both more and 
less than what the regulations advised. The fewer 
and larger the subjects the greater the scope for their 
interpretation. We can cope with a curriculum of half a 
dozen major subjects in this way, but not with a dozen 
or more. 

Now if this is true, and if medicine involves a large 
number of skills integrating the facts and the principles, 
and if the teaching of it is also a skill, which cannot be 
entirely defined in logical terms, it would seem that our 
current approach to medical education should involve a 
recognised element of experiment. If so, our task must 
be to adapt it to a conscious aim, and to reconcile it with 
real safeguards reasonably required for the purpose of 
State recognition. 


MEDICAL EDUCATION IN PERSPECTIVE 


LESTER J. EVANS 
M.D. Wash. Univ., St. Louis 
EXECUTIVE ASSOCIATE, 
THE COMMONWEALTH FUND, NEW YORK 
THE various elements of medical education—preclinical 
or clinical, research or practice, laboratory or bedside— 
bear a relationship to each other not unlike the separate 
parts of a living organism: no part is functionally effective 
except in relation to all the others. The medical school 
and medical curriculum is merely a stage through which 
the future doctor, teacher, or research-worker passes on 
his path of growth. Learning from the natural and social 
sciences, experience in hospitals and clinics, and in the 
laboratory and at the bedside, are all part of the prepara- 
tion of the physician and surgeon to deal with another 
human being’s problems. 
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Nor does the doctor any longer perform his job alone. 


However, he remains the key figure in a vast complex of 


professional services, technological skills, and organisa- 
tions, both private and public, which comprise modern 
medicine. 

I believe that every so often we must take a fresh look 
at the patient as the reason for medicine and at the student 
as the reason for medical education and the medical 
school. Involvement with the intricacies of the means 
toward an end often blurs the vision of the real goal. I 
am often reminded of the comment made by the late 
Professor Stampar of the University of Zagreb when 
visiting a newly created department of preventive medi- 
cine in America. On being shown the new microscopes, 
one for each student, he shrugged his shoulders and 
remarked that in his country they used telescopes! 

Although neither historian nor prophet I am tempted 
to take a quick telescopic view of the changing medical 
scene in which our future doctors must find their places. 
We can now see clearly, I think, that if modern scientific 
medicine is to continue to grow—or rather, if it is to 
become more scientific in the sense of dealing with 
variables which heretofore were not reckoned with—its 
range of inquiry must also extend into the social and 
behavioural sciences. I believe that we are in fact in the 
early stages of a three- or four-decade swing which may 
prove fully as significant socially and scientifically as the 
final decades of the last century which we now view as 
the gestation period of scientific medicine. Further, 
medicine is increasingly viewed as a function and responsi- 
bility of the whole of society and as such transcends the 
proprietary interests of the practising professions, service 
agencies, or educational institutions. How then is it 
possible for the educational and research institution—the 
medical school—to pace the movement, let alone keep 
up with it? I believe the answer lies with groups such as 
this. 

THE UNIVERSITY AND THE PATIENT 

Medical education is now firmly established as a 
university responsibility and must remain so if we are 
to look toward the future. The university is the one 
institution in our society which by action has obligated 
itself to anticipate the future. It is the storehouse of 
knowledge and the interpreter of the route through which 
man has become what he is: it engages in fundamental 
research which opens up new avenues of progress; and 
it educates young people who can only look ahead. A 
further significant fact is that medicine is the only disci- 
pline which must be practised and demonstrated in its 
entirety—whether in the laboratory, the ward, the clinic, 
or the community—in order to be taught by a university 
faculty. Thus, the primary question for a university 
faculty is the extent to which it is able to conduct patient- 
care programmes which permit the extension of research 
into the nature and cause of currently pressing health 
problems and programmes in which the student will 
envision the future. 

Two related characteristics of the medical work of 
universities today are, first, a greater interest in the ambu- 
lant patient, and secondly an effort to view the patient’s 
stay in hospital as less of an isolated medical episode 
—to look at his problem through time as well as in relation 
to his total living situation. This seems logical if the 


acute phase of illness is to be understood in relation to 
what has gone before or is to follow; if the handicapping 
conditions of the elderly are to be dealt with preventively: 


if the patient’s human associations and environment are 
to be dealt with in unravelling the intricacies of mental 
disease; or if the biology of human reproduction must be 
learnt as a step toward the prevention of congenital 
anomalies and faulty development of the child. 

Medical faculties are already setting the stage for 
research on these problems by bringing into play the 
techniques and instruments of scientific medicine with 
which we are familiar and by developing new ones. While 
the laboratory side of this kind of investigation creates 
new demands on the medical and natural sciences, the 
community and environmental aspects call for virtually 
untested help from the social and behavioural sciences. 
-The latter will very likely undergo growth just as some 
of the natural sciences did when applied to medicine. 
Study of patients’ problems in this manner will stimulate 
—as indeed it already has—critical scrutiny of the medical 
and allied health professions, the hospitals and clinics, 
and the organisations charged with providing service to 
the public. Within the university and medical faculty, 
interdisciplinary and interdepartmental collaboration 
grows almost unnoticed when we try to find out what 
really happens to patients and why. 


THE UNIVERSITY AND THE STUDENT 

When the student enters medical school he is still at 
a stage in his growth where, like any other young animal, 
he wants to explore and roam. Also, like all living things, 
he will respond in kind to his environment. If it is one 
of freedom and inquiry, he can become a learner along 
with his teachers. Specifically, a new and unsuspected 
stimulus may be added to the study of medicine if the 
student senses that the patient is clearly the object of 
inquiry. Traditionally, medical education has been dis- 
cussed in terms of curriculum—content and sequence of 
subject matter and methods of teaching—but if it can 
also be viewed in terms of the student’s learning needs, 
then planning the educational environment may be 
approached in a somewhat different fashion. There has 
now been enough experiment, or innovation, in curricula 
to give an idea of whether we are moving in the right 
direction. My belief is that we are. 

In the first place it seems to be possible for faculties to 
devise such educational programmes as each deems wise, 
taking into account the tradition or situation of the 
particular school. Likewise they can select, so far as they 
are able, a student body likely to fulfil the purposes of the 
school. The sciences on which medicine is based may 
be presented separately or collectively, briefly or in detail, 
but always with an eye on the student’s optimum learning 
in both depth and breadth. The student may be started 
on the study of the human being at such time and in 
such manner as is judged most suitable for him to begin 
acquiring insight and skill in interpersonal relationships 
without which medicine is a mere technology. 

There is no dearth of opportunity to learn what must 
be known about human disease; but it is harder to make 
sure that the student has been started upon the road to 
becoming a truly professional person. I have no doubt 
that, if the necessity is realised, medical faculties—even 
in these changing times—can provide an_ educational 
environment in which a student can become such a 
person. At the risk of stating the obvious I should like 
to quote from Seward Hiltner, professor of pastoral 
theology at the University of Chicago: 

1. The professional person operates from a knowledge of 
basic principles; he is a learned man. 
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2. The professional person operates through technical 
means, but in mastery of techniques, not in subordination to 
them. 

3. The professional man operates directly for human welfare. 

4. The professional person operates responsibly. ... He 
does not pass on a task to others because it is difficult, but 
rather because someone else is better equipped to deal with it. 

5. The professional man operates as a representative of a 
group which, collectively, is called a profession. ... What he 
does and how he does it affects the whole group which he 
represents. In his dealings with clients, patients, parishioners, 
or students what he does always transcends himself. 

OBLIGATION AND OBJECTIVE 

In these brief remarks I have accepted the thesis that 
medical education is rightly a university responsibility 
and that by being a part of the university the medical 
faculty accepts the university’s obligation to anticipate 
the future. I have ventured the opinion that this is 


especially important now when medicine is undergoing 
rapid social and scientific growth. I have reasoned that 
to meet this obligation the medical faculty and the 
university must apply research skills (emanating from all 
fields of knowledge) to the broadest possible study of 
(1) the patient’s needs and care and (2) the student’s 
learning process. These two objectives in research, 
pursued together, mean simply research in medical educa- 
tion. Their. attainment will assure that the student will 
become a professional person. In doing so he will have 
achieved an awareness of the nature and behaviour of man, 
an awareness of the human being in relation to others, an 
awareness of the physical, biological, and cultural world in 
which people live, and an awareness of himself in relation 
to other people and his own environment. Finally, he 
should be capable of the quality of leadership which 
society expects of him. 
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CHILDREN IN THE U.S.S.R. 
WORK ON MENTAL AND PHYSICAL HANDICAPS 
J. Trzarp 
Ph.D. Lond. 

Last June I went for three weeks to the Soviet Union 
as a consultant to the World Health Organisation. Since 
I went specifically to inquire about work in mental health 
and on handicapped children, I probably saw more in this 
field than previous medical visitors (Brockington 1956, 
Fox 1954, Kirman 1954). Prof. A. R. Luria, the leading 
Russian psychologist doing research on mental sub- 
normality, who speaks English fluently, gave a great deal 
of time to making my stay both profitable and happy. 

ORGANISATION 

The basic unit of the health service is the policlinic, 
which gives general medical care to the whole population, 
including children. For example, Moscow is divided into 
twenty administrative departments, each with four or five 
policlinics. These policlinics have no beds. They all have 
a psychiatrist on their staff. 

Children with psychiatric problems which cannot be 
dealt with by the school authorities or the policlinic are 
referred to the local psychiatric dispensary—a special clinic 
without beds. Moscow has a dispensary of this kind for 
each of the twenty” administrative districts, and also a 
central one which receives difficult cases and issues direc- 
tives. Doctors at the dispensary work with the schools and 
families. 

For the small proportion of children whose needs 
cannot be met by the policlinic or dispensary there are 
special services—both educational and medical—provided 
free of charge. 

The Mentally Backward 

Children whom we would call educationally subnormal 
are educated in special schools which aim to take some- 
thing under 1”, of the school population. 

In the Russian Federated Republic (total population 113 
million) there are 30,000 educationally subnormal children 
in special schools and an estimated 18,000 cases not yet 
ascertained. This group contains some physically handicapped 
children. - There are 301 schools, including 130 boarding- 
schools from which the children go home for holidays, and 70 
in which children live permanently. Even in cities the propor- 


uon of boarding-schools may be high—Leningrad has 8 special 
schools for educationally subnormal children of which 3 are 
boarding-schools. 

Educationally subnormal children generally spend about a 
year in ordinary school (which begins at the age of 7) before 
being transferred to special schools. In about 10°,, of cases they 
go straight to special schools, I got the impression that few 
return to ordinary schools after being once transferred to a 
special school. The education includes a solid grounding in 
reading, writing, and arithmetic, elementary knowledge of the 
natural sciences, geography, history, civics, and drawing, 
singing, and physical education. During the last five years of 
schooling increasing emphasis is placed on vocational and 
trade training. Of those who leave special schools, over 90 
are employed in ordinary work. Rural areas present special 
problems which, the Russians say, need further study. 

Special schools for the mentally backward commonly 
have a doctor and one or two nurses or feldshers on the 
staff. The headmaster or director of the school is 
responsible for the curriculum. The Ministry of Educa- 
tion has special departments dealing with organisation and 
inspection; and an intellectual lead is given by the Insti- 
tute of Defectology in Moscow. There is another such 
institute in Kiev, and teachers’ training colleges have 
departments in defectology. 

For imbeciles and idiots, who are the responsibility of 
the Ministry of Social Welfare, there are special hospitals 
and day centres. Adult defectives who are unemployable 
receive an allowance from the same source or are placed 
in special institutions organised by this Ministry. 
Neurosis and Psychosis 

Neurotic and psychotic children who need hospital care 
go to clinics (psychiatric inpatient hospitals) which take a 
wide variety of cases and provide education, social train- 
ing, and games as well as treatment. Some neurotic 
children go to sanatoria (residential hospital schools under 
the control of the education authority). The average stay 
in clinics and sanatoria is about three months. Clinics 
tend to take acute cases, with problems which are primarily 
medical; sanatoria take ‘‘asthenic”’ children with 
problems of management, or personality disturbances 
attributed to disorders of higher nervous activity. There 
are also some day schools for maladjusted children. 

Without more information than I obtained one cannot 
compare the amount of provision for maladjusted children 
with that of other countries. The physicians in the 
psychiatric hospitals and dispensaries did not speak of 
waiting-lists; but in the health service—in contrast to the 
educational service—I obtained no overall statistics worth 
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reporting. I do know, however, that the provision in 
Moscow and in Leningrad is considerable. 

Of the psychiatric hospitals I visited, the Kashenkov 
Hospital in Moscow has 240 beds for children and admits about 
1350 children annually, while the Soloviev Hospital has 50 
beds; between them they have more psychiatric beds for 
children than there are in London outside the mental-deficiency 
service Likewise in Leningrad the Institute for Child 
Psychiatry has 175 beds and the Bechterev Institute 45. In 
both cities there are other mental hospitals, which I did not see, 
which also have beds for children. I had the impression both 
that children tended to be sent for inpatient treatment mcre 
readily than here (possibly because the housing shortage makes 
it harder to treat very disturbed children at home), and also that 
the physicians thought the number of beds sufficient for the 
need. 

Sensory Defects 

Children with sensory defects, such as deafness or 
blindness, go to special schools, mainly boarding-schools. 

There are 65 schools for the blind in the Russian Federated 
Republic, with a total of 8000 to 9000 pupils, and 80 in the 
U.S.S.R. as a whole. Other schools take partially sighted 
children. 

For the deaf, Moscow and Leningrad have 3 schools, with 
about 300 children in each. In the Russian Federated Republic 
there are more than 200 schools, and in the U.S.S.R. about 250. 
There are special schools for partially deaf children (loss of 
30 to 80 decibels). Deaf and partly deaf children total about 
24,000, and on the average there are 100 pupils in each school. 


Personnel 

Teachers of the mentally subnormal have a five-year 
training in the department of defectology of the teachers’ 
training colleges as against the three-year training for 
ordinary teachers in country districts, and the four or five 
years in the cities. Teachers of ordinary children who 
wish to teach the mentally handicapped must have addi- 
tional training. Psychiatric nurses have a training of two 
or three years: nursing assistants get some training on the 
job. There is no shortage of nurses in hospitals: they work 
only a six-hour day (thirty-six hour week) and in children’s 
hospitals have two months’ paid holiday a year. Psychiatric 
nurses are paid more than general nurses. Nursing is a 
coveted position and married women with children find it 
particularly attractive. 


HOSPITALS AND INSTITUTIONS 

The most striking thing about all the institutions I 
visited was the large number of staff. 

A day school for 230 educationally subnormal children (20 
imbeciles and the rest of higher grade) had a doctor and 2 
feldshers on the staff and a truly formidable number of 
teachers. A residential institution for 60 trainable, physically 
healthy, imbecile children, aged 8 to 17, had a staff of 32; 
another larger one near Leningrad with 210 children (75 high- 
grade imbeciles, 80 low-grade imbeciles, and 55 idiots, includ- 
ing 23 cot cases) had a staff of 107. 

In children’s psychiatric hospitals the staff was lavish. The 
Leningrad Institute of Child Psychiatry (175 beds for children 
between 5 and 16 years of age) had a staff of 187. Soloviev 
Clinic (50 beds) had 3 physicians, 4 teachers, 20 nurses, and 27 
auxiliary staff including nursing assistants. 

When I first arrived, I kept wondering, as previous 
visitors had done, how so many doctors spend their time 
all day looking after handicapped children who appear for 
the most part to be physically healthy and robust. The 
answer is: they give active treatment. They have much 
faith in hormone treatments, pharmacological measures, 
psychotherapy, diet, massage, and exercise, and they 
closely supervise the work of medical auxiliaries, such as 
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physiotherapists and speech therapists. They also work 
closely with teachers. 

A good feature of all the hospitals I saw, whether for 
children or adults, was that there were no dormitories with 
more than 20 beds; the median size was about 16. Some 
dormitories were very crowded, but all had their separate 
day-rooms. I was told that Russia, even before the Revolu- 
tion, did not have the large dormitories so characteristic 
of our old mental hospitals. In mental hospitals for adults 
one finds small wards, overcrowding, a large number of 
nurses, many doctors, and much active treatment, includ- 
ing physical treatment and chemotherapy, work therapy, 
psychotherapy, outpatient services, and work with 
families. Kashenkov Psychiatric Clinic, a 2400-bed 
general psychiatric hospital, to which is attached the 
Central Institute of Psychiatry, and the children’s depart- 
ment already mentioned, probably exemplifies what is 
best in mental-hospital practice in the U.S.S.R., though 
in size at least it is probably not typical. 

It is meant for acute cases and is resppnsible for the total 
care of the patient, including treatment, social work with the 
families, and finding employment. There is a farm attached to 
it. Admissions are 10,000 a year, half the patients being men. 
Adults spend, on the average, 85 days in hospital. The staff 
includes 160 physicians, 625 nurses, over 1000 ancillaries, and 
300 domestic and kitchen staff. 

Admissions were classified as: 20—-25",, schizophrenics, 8 
epileptics, 6°., organic lesions of the central nervous system, 
3-5°., presenile conditions. 7:5°,, senile conditions, 2”,, post- 
infective, 6 ateriosclerotic, 18 alcohol psychosis and 
chronic alcoholism, 7:5 neurotics, and 13 psychopaths. 
Only 8 cases of manic-depressive psychosis were admitted in 
1957. In this and other hospitals I was puzzled at finding so 
few patients diagnosed as suffering from depression or manic- 
depressive psychosis. Differences in terminology may be 
largely responsible, but there may be other factors. 

Much physical treatment is carried on (hormones, diet, 
physiotherapy, drugs) and there are units in which various 
forms of sleep treatment are studied—sleep combined with 
insulin, interrupted as opposed to continuous sleep, conditioned 
sleep, and electric sleep. (In this hospital, as in the others I 
visited, sleep treatment is now used only as an auxiliary form of 
therapy, and does not enjoy the popularity it did a few years 
ago.) There is also a very large unit for hydrotherapy and other 
forms of spa treatment. Psychotherapy, on lines wel) summarised 
by Wortis (1950), is practised by physicians. The doctors spoke 
warmly of the contribution made by the ataraxic drugs— 
notably chlorpromazine and to a less extent reserp ne—on 
which clinical trials are being carried out. Little use is made of 
electroconvulsion therapy. Leucotomy is prohibited in the 
Soviet Union. 

In Kashenkov Hospital, as in oxhers, there were many 
locked doors and many patients were in bed. Others worked in 
workshops and on the farm. The children’s department and 
the Institute of Psychiatry were set well apart from the rest of 
the hospital. 

My overall impression—inevitably very superficial— 
was of a large and busy hospital which would not be con- 
sidered remarkable in this country. Standard methods of 
treatment were used, and, as in the other hospitals I 
visited, there appeared to be full range of supporting 
services. 

Plans for New Mental Hospitals 

Dr. Babaian of the Ministry of Health showed me plans 
for rebuilding mental hospitals throughout the U.S.S.R. 
Three types are planned—60-bed units in general hos- 
pitals, 300-bed hospitals (in cities) for acute cases, and 
600-bed hospitals (outside cities) for chronic patients. The 
larger hospitals are to be divided into separate two-storey 
buildings, each occupied by about 100 patients in four 
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ward units. Each unit will have its own diningroom, 
recreation room, dormitories, and courtyard: there will be 
rooms for visitors, and separate entrances for patients and 
visitors. Clinical rooms, laboratories, workshops, recrea- 
tion rooms, and auxiliary services are numerous and 
intelligently planned. The separate buildings will be sur- 
rounded by lawns and open spaces, and children’s units 
will be set apart from those for adults. 

Small Ward Units 

The majority of dormitories will have three beds; but 
there will also be rooms with one or six beds, to be used 
according to the patients’ needs. 

The first of these hospitals is now being built, and, with 
local variations, they will supplement and then replace 
most of the existing ones. 

Salaries 

The salary structure is somewhat different from that in 
Western Europe, and has changed considerably since 
before the second world war, when academic people were 
on the whole not well paid. 

In one hospital for maladjusted children the director receives 
1600-1800 roubles a month and physicians 1000-1600; nurses 
have a basic salary of 500-600 roubles a month, nursing 
assistants 350-400, domestic workers 400, and teachers 800- 
1100. (Teachers of educational subnormal children are paid 
25°,, more than this.) Research-workers and university 
teachers are well paid, especially if they earn higher quali- 
fications. A university graduate gets 1000-1200 roubles a 
month, a candidate of science 1700-2500, a doctor of science 
3500, and the head of a department 4500. A senior research- 
worker may hold more than one appointment and be paid for 
each. A member of an Academy (a rare distinction) receives an 
additional 3500 roubles a month, a corresponding member 
1750. By contrast, a senior medical official in the Ministry of 
Health may receive only 1500. 

These facts help to explain some features of the Soviet 
scene which are otherwise puzzling to an outsider—the 
abundance of nurses, the level of work in clinical medicine 
and administration, and the brilliance of much research 
in the basic and applied sciences. Science in the Soviet 
Union enjoys enormous prestige; research facilities are 
great, and it clearly attracts the ablest minds. 


RESEARCH ON HANDICAPS 

Much of the most interesting work on children is being 
done at the Institute of Defectology, where I spent several 
days. For English readers a more informative title would be 
Institute for the Scientific Study of Handicapped Children. 

Founded in the 1930s by the great Russian psychologist, 
Vigotsky, the institute Was reorganised after the war and became 
one of the constituents of the Academy of Pedagogical Sciences. 
It has a full-time administrative director and a scientific staff 
of more than 50; and, because of its high reputation and its 
association with Moscow University, it can attract and keep 
good staff. 

I was particularly interested in work on children with 
sensory Or motor handicaps and on problems of higher 
nervous activity—fields in which the institute specialises. 
In other fields such as childhood schizophrenia, the treat- 
ment of mongols, and the education of imbeciles, I saw 
nothing remarkable during my visit to the U.S.S.R. 
Educational Aids for the Blind 

I was shown a device consisting of a photoelectric cell 
connected to a signal generator which can be made to emit 
a sound, or to change the pitch of a continuous sound, 
when a change in illumination occurs. By such a device 
a blind child can learn to explore its spatial environment. 
With practice an accurate silhouette of a tree “ seen” 


50 yards away through a window can be drawn by a blind 
child using a specially constructed drawing-board with 
pins which can be fitted into holes. 

I also saw the reading-machine which can convert 
ordinary printed type either into raised braille characters 
or into sounds. It can be adjusted to read type of different 
sizes. At present its capacity—determined by the speed of 
the human receiver—is about 300 letters a minute. 

Deaf and Hard of Hearing 

A deaf child is taught to speak first by means of a manual 
alphabet and only later by lip-reading. To begin with lip- 
reading alone is thought to set the young child too hard a 
task. The present methods have been used over the past 
five or six years and are now applied in about a quarter of 
the schools for the deaf in the Soviet Union. The teacher 
begins by using both the manual alphabet and spoken 
speech simultaneously, and the child picks up manual 
speech before oral speech (as has also been shown by 
electroencephalographic studies). Gradually, a “‘ func- 
tional system ”’ is built up in which the oral speech is 
grafted on to the manual speech. 

An abbreviated system of phonemes has been worked 
out to provide an easier basis for the acquisition of manual 


language. 


Work on the Deaf and Blind 

Fascinating work is being done on the rare double 
sensory handicap of deafness and blindness in children 
whose brains are unimpaired. 

One such person, Dr. Skorohodova, a Russian Helen Keller, 
works as a psychologist in the institution and has published 
two books as well as a volume of poetry. At present two deaf- 
blind children are being educated there and a further dozen or 
so are in other institutes in the Soviet Union. The methods of 
instruction used are a logical extension of those used with deaf 
children, but great ingenuity has been shown in the develop- 
ment of a rational approach to the problem of making contact 
with these children. 

A Study of Conjoined Twins 

Problems which in their human implications at least 
are similar to those of the blind and deaf arise in the case of 
conjoined twins, one set of whom is being investigated 
by Professor Anokhin, director of the Sechenov Institute 
in Moscow. 

_ The girls—Macha and Dacha—were born in 1950. They 
are separate from the waist up, each having a heart, Jungs, and 
liver, and a separate digestive tract, terminating in a common 
anus, Their vertebral columns are separate, being joined at 
the coccyx. They have a common pelvis. Each nervous system 
is autonomous and each girl controls the use of one of the two 
functioning legs. The third leg, which is slightly atrophied and 
ends in a double foot, is under the nervous control of both 
twins. They share a blood-supply. 

The girls, with separate nervous systems and a common 
blood-supply, permit one to ask questions about the relations 
between nervous and humoral factors in the regulation of 
functions, and Professor Anokhin’s primary interest is in the 
scientific problems presented by this experiment of Nature. 
I was more fascinated by its human and educational aspects, 
and by his concern over these; for the girls, now 7 years old, are 
of normal intelligence; they are pretty children—happy, 
affectionate, and mischievous. A teacher gives them lessons, 
and they are said to be apt pupils. Despite their extraordinary 
handicap, they can walk, ride a tricycle, and appear able to lead 
a surprisingly normal life. It is clear that, far from being 
objects of horror or derision, they are very well cared for, 
lovingly and without sentimentality or false pity. 

Professor Anokhin hopes that, like Dr. Skorohodova, they 
will become scientists when they grow up, using the fact of their 
handicap to contribute to our knowledge of physiology. 
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Whether they become themselves creative scientists or whether, 
like Tom, the laboratory assistant of Wolff and Wolf, they par- 
ticipate in studies designed by others, will no doubt depend 
on their native endowment and their response to the education 
that will be planned for them. 

HIGHER NERVOUS ACTIVITY 

In psychological research the greatest efforts are being 
made in study of the function of the brain as an organ—the 
problem to which Pavlov devoted the latter half of his life. 

Until very recently, the work done on man has con- 
tributed relatively little to our understanding of specifically 
human problems of neurophysiology. Much of it was 
characterised by a rigid orthodoxy which found its 
clearest expression in the Pavlov Conference of 1951, 
called to consider the relation of Pavlov’s work to the 
problems of medicine. But, whatever may have been the 
intellectual climate of a few years ago, the situation today 
is healthy. I found Russian scientists condemning 
political interference in science: science, they said, 
suffered during this period; but the mistakes had been 
recognised and were unlikely to be repeated. They added 
that there are now many more scientists, and they are in a 
much stronger position. It is certainly true that many of 
those taken to task during the Pavlov session now enjoy 
positions of great distinction and have access to splendid 
facilities for research. 

Speech and Mental Development 

Luria and his colleagues are interested in the role of 
speech in mental development. They trace the evolution 
of speech through several stages. At first, speech has no 
self-regulatory influence over a child’s activity; later it can 
initiate activity but not inhibit it; and only during the first 
years of school life does the “‘ regulatory ”’ role of language 
over action begin to develop. The acquisition of language 
—the “ second signalling system ’’—is thus seen as occur- 
ring in a definite sequence, and in normal children the 
stage of development will depend largely on the child’s age. 
In mental defectives damage to the higher centres is 
thought to retard linguistic development. Even when 
speech itself is well developed, there is a lack of connection, 
or a partial dissociation, between speech and behaviour. In 
the education of mentally subnormal children, therefore, 
special attention must be paid tospeech, since without effec- 
tive language not only is their communication with others 
impeded, but their powers of self-regulation will remain 
primitive. 

Because of the nature of the cortical damage from which 
true defectives suffer, the amount of linguistic develop- 
ment possible may not be great. The case is quite different 
with children who suffer from mental handicaps caused 
by, for example, partial deafness, which leads to backward- 
ness in speech, and apparent mental defect. Here the 
capacity to make use of language can be developed 
because the brain is intact. Soviet psychologists have 
developed sophisticated methods of differential diagnosis 
of partial handicaps. Their ideas have been ably 
expounded by Professor Luria in three lectures given in 
the University of London in 1956, and in forthcoming 
publications in English. 

Experimental Techniques 

A standard situation in which to investigate problems of 
higher nervous activity is one in which the subject is 
seated before a display panel and given a rubber buib to 
press according to instruction. The extent and latency of 
the response, as well as the number of false responses, are 
recorded under different experimental conditions, and the 
results are analysed to show the functioning of higher 


nervous activity under different conditions, or in different 
types of nervous system. 

The apparatus used at the Institute of Defectology is simple 
but adequate. Paper is driven at a constant speed by an electric 
motor with a variable drive, the rubber bulb held by the 
subject being connected by tubing to a tambour, which 
operates a siphon-fed pen to give continuous written records 
of all changes of pressure on the bulb. Other pens record, 
alongside, the stimuli presented to the subject. The display 
panel can be varied to suit the conditions of the experiment. 
A standard piece of equipment is a black box about 8 in. square, 
with a ground-glass front. Inside are coloured lights (white, 
yellow, red, green, blue), two bells which differ in pitch, and a 
buzzer. These can be switched on and off as required by the 
experimenter, who sits with the apparatus in another room. 
An account of the technique, in many ways similar to the one 
now in use, was given by Ivanov-Smolensky, who first developed 
it, in Brain, 1927. 

If the subject is asked to make a manual response each time a 
light appears, a conditioned reflex can be quickly established 
even by children 4 or 5 years old, or mentally deficient children 
somewhat older. (The simplicity of the task and the ease of 
establishing a conditioned response make the technique very 
useful.) Differentiations can be established by having the 
subject respond to lights of one colour but not to another, or to 
a short signal but not to a long one, and his ability to respond 
to complex instructions (e.g., to press to the red light but 
only to every second green one) can be easily tested. Using this 
technique one can study the speed of formation of stable 
response patterns, the stability over time, the subject’s ability 
to change from one set of responses to another (rigidity or 
perseveration), and the role of speech in regulating voluntary 
behaviour. 

It is found that excitable children tend not to inhibit 
responses when given negative stimuli to differentiate from 
positive ones, whereas inhibited children, after a series of 
negative stimuli, tend to respond less and less to positive ones. 
In children of normal intelligence who show erratic manual 
performance, speech tends to have a regulative influence. That 
is, if the child is asked to say “‘ Press ’’ each time he makes a 
manual response, and to say ““ No”’ each time he is meant not 
to respond, the variability in manual responses is greatly 
reduced. Mentally deficient children, however, do not benefit 
anything like so much from the use of speech coupled with 
manual performance. 

Likewise, even though they are able to repeat instructions 
(e.g., to press to the red light, not to the green one), mentally 
subnormal children will continue to press each time a light 
appears, irrespective of its colour. The primary system of 
sensorimotor connections is said to be partially dissociated 
from the secondary system (speech). 

Again, it is found that mental defectives are characterised by 
perseveration (inertia). If asked to obey one set of instructions 
(e.g., to press to a green light and not to a red), and later to 
obey a second and contradictory set of instructions (to press to 
a red light but not to a green), they are likely to revert to the 
first set as fatigue (inhibition) supervenes. Qualitative factors 
including performance can be easily studied if continuous 
polygraphic records of what happens during the experiment are 
kept: tests that result merely in global scores often obscure the 
happenings during an experiment. 

The same apparatus is used to investigate weaknesses in 
different “‘ analysers ”’ in patients suffering from lesions of the 
central nervous system. In mental defectives cortical weak- 
nesses are usually general, and are not confined to the acoustic, 
visual, or motor apparatus; in patients with traumatic lesions 
weaknesses of particular sensory or motor functions may be 
discovered in clinical investigations in which they are asked to 
respond to stimuli of different complexity and in different 
modalities, or to make responses which are more or less com- 
plicated. Responses to complex signals are easily investigated 
by, for example, asking a subject to press twice to a single light 
and once to a pair of lights. 
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In using techniques of this kind the Russians are in 
general interested in the mechanisms of behaviour dis- 
played under various experimental conditions rather than 
in the level of performance as such. 

The Ivanov-Smolensky box, if one may call it that, is 
only one of a number of techniques used in investigations 
of physiological properties of the cerebral cortex. Exten- 
sive work is also being carried out with the skin galvano- 
meter, the plethysmograph, and the electroencephalograph 
and electromyograph, and on different forms of con- 
ditioned motor response, such as conditioned eyeblink. 
Very fine work, which is too briefly summarised in Simon 
(1957), is being done by Sokolov and others on orienting 
reflexes. The sensitivity of different “‘ systems ”— 
electrophysiological, vegetative, and somatic—to signals 
of different sorts is being examined both in normal people 
and in psychiatric patients. 

The work on physiological mechanisms seemed to me 
good, but I was less happy about the typological classifica- 
uon of patients or syndromes which followed. On the 
basis of intensive study of typical cases Pevsner, for 
example, divides defegtives into four categories: 

1. Stable defectives suffering from diffuse lesions primarily 
of the cortex. 

2. Unstable defectives with diffuse cortical lesions and 
involvement of the basal ganglion and, sometimes, hydro- 
cephalus and abnormalities of the cerebrospinal fluid. Such 
patients have not only the inertness of cortical processes 
characterising the first group, and leading to lack of the ability 
to abstract and to defects of cognitive processes, but also have 
the balance of their cortical processes disturbed. They are thus 
hyperexcitable or hyperinhibitable. 

3. The third goup have diffuse lesions together with specific 
lesions in the posterior parts of the brain and are characterised 
by aphasia, agnosia, or the amnestic syndrome. 

4. Finally, there are defectives with diffuse lesions together 
with local lesions in the frontal lobes. Their defects include 
both disorders of personality and defects in complex motor 
coordination. 

These ideas are interesting, but the classification is 
perhaps too simple. Likewise, the classification of children 
as feebleminded or asthenic, or as excitatory or inhibitory, 
can only be regarded as a first and possibly misleading 
approximation in the difficult task of classifying disorders of 
personality or types of personality. There is a great need 
for statistical techniques to be used in this work. It may 
be argued that, in the present state of knowledge, research 
on higher nervous mechanism should not be confined too 
narrowly by the rigours of experimental methodology. 
None the less, the néed for strict testing of the theoretical 
structure will become increasingly important as the 
theories themselves begin to take more shape. Otherwise, 
in science as in clinical medicine, we shall be faced with 
the perpetuation of false orthodoxies. 


IMPRESSIONS AND CONCLUSIONS 
Diagnosis 

In some fields, methods of investigation seemed more 
comprehensive than those I have seen elsewhere. 

For example, extensive work is being done on the diagnosis 
of hearing defects, and objective methods of audiometry (to 
supplement subjective methods) are well developed. The 
plethysmogram, electroencephalogram, galvanic skin response, 
conditioned eyeblink, and eye movements in response to sound 
are studied. To assess the hearing of babies, Professor Bron- 
stein in Leningrad uses the sucking reflex, which is inhibited 
by sounds invoking an orienting reflex. 

At the case conference I attended at the Institute of 
Defectology in which cases of mental defect and of 


neurosis were shown and methods of differential diagnosis 
illustrated, information about the child under investiga- 
tion was presented from many sources. Medical history, 
school reports and teachers’ comments, results of psycho- 
logical investigations (on qualitative lines), parents’ 
comments, investigations of higher nervous activity, and 
medical and psychiatric data were included. While much 
of the information was of a kind one would expect in any 
good clinic, there were some special features. The work 
on higher nervous activity is more sophisticated than that 
in other countries; also the school reports were unusually 
comprehensive. On the other hand, no use is made of 
intelligence tests, and I found a good deal of hostility 
towards intelligence tests, and some misunderstanding 
(as I thought) and prejudice about their usefulness in the 
psychiatric clinic. 


Services 

The services are remarkable in being so generously 
staffed. Of particular importance is the abundance of 
nurses. I made no inquiries about the quality of their 
training and the level of their competence, but I have no 
reason to suppose that these are inferior to those of other 


_countries. Since there are so many doctors, who supervise 


the work of the nurses more closely than is possible in 
most other countries, one might expect nursing to reach 
the standard demanded by the medical staff. 

By Western European standards, the proportion of 
doctors is high. I was rather sceptical of the value of 
some of the widely used specific treatments, both for 
children and for adults; some of the medical scientists I 
met also had reservations about the therapeutic zeal of 
their clinical colleagues. Clinical trials with appropriate 
controls seem to be needed. 

Other visitors to the U.S.S.R. have commented on the 
inadequacy of the statistical information obtainable from 
official sources. One suspects that the paucity of published 
information must lead to a lack of interest in epidemiology. 

Patterns of child-rearing in the U.S.S.R. differ in 
important respects from those of much of Western 
Europe. From birth the average child probably sees, and 
is handled by, more adults than is the case in, let us say, 
many suburban districts in England. Physical and social 
isolation of families and of individuals must be rare, 
at least in the cities. In consequence, somewhat different 
mental health problems are likely to arise: for instance, 
I doubt whether, in a city such as Moscow, admission 
of a child to hospital would often result in serious trauma. 

Children’s hospitals take patients with many different 
handicaps, but institutions for long-stay care are extremely 
specialised. (For example, idiot children are being separated 
from imbeciles.) I was not convinced that such specialisa- 
tion is in the best interests of either children or staff. 

It must be added that, if the plans for new mental 
hospitals are carried through within the next few years, 
the mental hospital accommodation in the Soviet Union 
will be outstanding. 


Research 

Psychological research in the U.S.S.R. is large in 
quantity and much of it is of high quality. The labora- 
tories I visited were extremely well equipped with both 
Soviet and foreign apparatus. The originality of much 
of the work impressed me greatly. 

In the fields in which they are interested the Soviet 
scientists were well informed about work being done in other 
countries. Many scientists read English though few speak it. 

Team-work among scientists with different training— 
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e.g., electrophysiologists, neurologists, and psychologists 
—was common; the relations between staff of different 
status and between staff and patients, both in the research 
institutes and in hospitals, appeared good. 

Though much of the research has not yet resulted in 
direct advances in treatment, there can be little doubt 
that such applications will come in time. At present the 
emphasis is on building the basic medical sciences, and 
it is research, both fundamental and applied, which 
attracts the ablest people. 

As already mentioned, the work on psychophysiological 
mechanisms of higher nervous activity seemed better 
planned than did much of the work on taxonomy. The 
greatest weaknesses in the research I saw seemed to me 
to be in experimental design and statistics. 

I met no-one interested in human genetics and its recent 
developments, or in the genetics of the specific diseases 
that contribute to the condition of mental deficiency. 

rhe orientation of nearly all of the work I saw was 
““psycho-neurological.”’ More strictly psychological work 
—e.g., the study of motivation, emotion, and conflict— 
is not so advanced. Several Soviet psychologists com- 
mented on the weakness of the research in these fields 


and spoke of the need to develop a scientific approach to 
emotional problems. 

In my brief visit I saw little of the research being done 
in social psychiatry or devoted to work therapy, to which 
much attention is paid; and I formed no impression of 
the quality of such research, which has been described 
by Wortis (1950). 

The Soviet scientists and doctors were eager to exchange 
information and to show me what they were doing. They 
asked many questions about what is being done in 
England. Reprints of articles and books (10 kg. in weight) 
were given to me to take home. I was able to secure 
several papers for publication in English journals and the 
question of exchanges of scientific personnel between the 
Soviet Union and England was fruitfully discussed. 

Throughout my stay in the U.S.S.R. I was treated with very great 
hospitality, both official and private. The kindness shown to me by 
my Soviet hosts, especially Professor Luria, was unforgettable, and 
it is a pleasure to acknowledge it here 

REFERENCES 
Brockington, C. (1956) Lancet, ii, 138 
Fox, T. F. (1954) sid. ii, 748, 803 
Ivanov-Smolensky, A. G. (1927) Brain, 50, 138 
Kirman, B. H. (1954) S.C.R. Sov. med. Bull. 1, 27 


Simon, B. (1957) Psychology in the Soviet Unien. London 
Wortis, J. (1950) Soviet Psychiatry. Baltimore 


Special Articles 


THE WORK OF C.1LO.M.S. 
FROM A CORRESPONDENT 

SINCE its creation in 1949, the Council for International 
Organisations of Medical Sciences (C.I.0.M.S.) has been 
concerned with the coordination of international con- 
gresses and with the improvement of their standards. 
When the general assembly of the council met recently 
in Paris, representatives of 46 non-governmental medical 
organisations reviewed past achievements and thought 
about future plans. 

A rapid growth of medical sciences and a concomitant 
increase in specialisation and ease of travel would, in logic, 
lead to a greater number of highly specialised meetings 
with limited interests and attendances. And this is what 
is happening. Symposia have lately flourished : these small 
meetings of 20-25 persons, lasting four or five days, 
permit advanced discussions between internationally 
known scientists; and they have proved of much value in 
advancing scientific knowledge, devising practical projects 
particularly those involving several disciplines), and 
planning research. But these meetings are difficult to 
organise effectively, and the selection of their members 
presents many problems. 

Symposia seem a logical new development, and the 
large international congresses, run on conventional lines 
with thousands of participants, often seem out of date. 
Their very size defeats their purpose: contacts between 
workers become extremely difficult and the countless papers 
of uneven quality) oblige the organisers to hold nurmerous 
sessions, many of them concurrently. For many senior 
members a congress is merely an opportunity for private 
conversation outside the lecture hall. The cost of the con- 
gress is high and hardly merited by the scientific results. 

Congresses have nevertheless become so well estab- 
lished a tradition that it would be impossible, even if it 
were desirable, to abandon them altogether. It is more 


realistic to try to change their objectives and to harness 
their momentum for different purposes. The monster con- 
gress of today cannot have the same objectives as the small 
congresses of the early days. What can therefore be done ? 


(1) The teaching function of the congress must be deliber- 
ately emphasised and its programme drawn up accordingly. 
Large congresses have their usefulness in dispersing standard 
knowledge, techniques, and practices widely to all parts of 
the world. Certain congresses are already taking the form of 
large refresher courses. Such international congresses appeal 
to younger workers as well as to those who live in isolated 
communities. 

(2) Congresses need not be held so often. Some are held 
every two years, but a periodicity of four or five years is 
probably more realistic, though of course each case must be 
judged on its merits. 

(3) Some attempt must be made to limit the number of 
participants. It is hard to do that in an authoritative way by a 
deliberate decision, and the most suitable way seems to be to 
limit the subject matter. Certain congresses, by attempting to 
study several subjects or choosing a subject too broad in itself, 
achieve very little and often end in confusion. 

(4) The necessity for coordination in time, place, and subject 
must be kept constantly in mind. There are today many inter- 
national organisations covering every conceivable discipline. 
Poaching a subject on another organisation’s territory leads to 
waste of time and energy. There have been unfortunate 
instai.ces in the past when the same subject was studied simul- 
taneously in widely separated cities. 

5) The opportunity of a congress should be used for the 
organisation of satellite meetings which can take the form of 
closed symposia, seminars, or training courses in laboratory 
methods. In particular, symposia should be organised quite 
separately from the congress—either before or after. They can 
draw part of their membership from the congress and make up 
for the congress’s more restricted programme. 

Two other types of meeting—the international confer- 
ence and the seminar—have been studied by C.I.0.M.S. 

The conference, as defined by C.1.0.M.S., is a meeting not 
exceeding 300 participants, all leading authorities carefully 
chosen by an international programme committee, and the 
purpose of the conference is to allgw exchanges of information 
on a specified subject. What the conference may lose in breadth 
it may reasonably hope to gain in depth. It can be very much 
more technical in its approach than a congress and may attain 
a level somewhere between those of a symposium and a con- 
gress. A conference needs a more homogeneous composition 
and is a very satisfactory type of meeting to be held in associa- 
tion with an annual assembly. 

The seminar is a teaching device and consists of up to 50 
people meeting full-time for from one to four weeks. Of the 
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group, 10-15 have an instructional role and the rest are 
* students ’ The seminar proceeds by a combination of 
didactic instruction, smal] working groups, and discussions. 


During the past three years, C.I.O.M.S. has done its 
utmost to promote these distinctive types of international 
gatherings by giving advice asked for by its member 
organisations, by publishing monographs, by keeping a 
register of congresses, by publishing calendars, and by 
convening “‘ congress planning meetings”. The Council 
has encouraged the organisation of symposia in relation to 
congresses and has arranged several on its own initiative. 
To help younger men to attend selected congresses, 
C.1.0.M.S. has granted a number of “ congress fellow- 
ships’. The Council has encouraged and occasionally 
undertaken the organisation of certain types of meetings 
in the so-called underdeveloped countries. 

Although the Council’s individual activities have been 
very successful, improvements have been slow to emerge 
from them. This is perhaps not surprising considering 
that international congresses are recurring events arranged 
by individual international societies or by people in the 
same tradition as the previous organisers. Each succeed- 
ing congress tends to draw its pattern from its pre- 
decessor. Although the secretariat of C.1.0.M.S. is in 
constant touch with the officers of its member organisa- 
tions, all international societies, associations, or unions 
have not reached an identical level of efficiency. Between 
the highly active societies and those that are barely more 
than a list of names on a letterhead, there are many run on 
a part-time basis with insufficient secretarial help. Com- 
munication between international secretariats and national 
chapters is therefore often inadequate or irregular. 
Moreover, certain broad disciplines are covered by a 
number of overlapping international organisations with 
insufficient liaison. Indeed, some international societies 
have obviously outlived their usefulness, and C.I.0.M.S. 
is to give serious thought to a radical pruning so that the 
tree will gather fresh strength. 

The policy of C.1.0.M.S. will be developed in the 
light of these considerations. The Council will strive to 
have its recommendations regarding meetings more widely 
accepted and will encourage a functional regrouping of 
international organisations in certain fields. The Council 
will also suggest to member organisations the study of 
certain questions, such as geographical pathology and 
controlled clinical trials. Help will be given, as in the 
past, to those organisations which will undertake work 
in documentation, bibliography, and terminology and 
nomenclature. 

To create a body of opinion favourable to the Council’s 
policy, C.I.O.M.S. intends to enlist the cooperation of the 
leading national medical institutions in each country. 
Contacts have existed with national academies, colleges, 
research centres, and prominent national societies, but 
formal relationships are needed. Accordingly, the 
articles of association of C.I.O.M.S. were amended to 
enable one national institution per State to become an 
associate member, and thus help to shape the Council’s 
policy and programme. 

At the close of its fourth general assembly, C.1.0.M.S. 
is in a better position to attain its objective. It does not 
seek to impose its views on its members but simply to 
advise, encourage, and coordinate. Voluntary organisa- 
tions, if they can accept enough self-discipline to correct 
the faults which are the price of their independence, have 
an essential part to play in the scientific world of today. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


As I was dreaming up the Bakerloo to the R.S.M. the other 
evening a seductive notice caught my eye. ‘“ Advertise in this 
space,” it said, “‘ for less than 1s. a week.”” To me this was a 
new and original suggestion. To think that I could have a 
lump of my narcissistic ego travelling from the Elephant to 
Stanmore and back being stared at by millions of people. What 
would I put—‘ (ME) FOR CONSULTANT ”’, obviously. The idea 
had other possibilities. How about sending someone a year’s 
subscription by way of an original Christmas present ? Or even 
better, leaving a space in perpetuity in a will to use as they 
thought fit. But science won in the end, and by the time the 
collector was poring over my shredded ticket I had worked out 
a new projective technique in succession to our old and invalid 
friend, the Rorschach. 

The instructions for my test run: 

A mad uncle has left you a space in an Underground train to 
advertise what you like for the rest of your life. What would you put ? 

A nice neat device, no elaborate equipment needed: now to 
validate it. The first thing to do was to give the test to a large 
and representetive population and correlate the replies with 
something. My wife was ready to hand, and her answer was 
simple: *“* Good second-hand pram. wanted”, and then “ Daily 
woman to do the rough.” That, I decided, was definitely 
diagnostic. Fred was in the commonroom reading The 
Worker, so I asked him. “ Ban the H-Bomb,” he thought, 
“or Underground Movements of the World Unite.” One of 
my more sadistic colleagues suggested ‘“‘ This space is yours 
for only 3d. a week ”’ to cause havoc in the inquiries department 
of London Transport. 

My study continues, so Watch This Space for exciting new 
developments in applied psychology. 


“A little bit of this and a little bit of that’’, then a brisk 
stir with his glass rod, an admiring glance at upraised arms- 
length, and the cheapjack handed down the half-filled glass. 
“Try it,” he coaxed, his nose twitching with the strong scent 
of prey. “‘ The greatest herbal medicine since the discovery of 
America gnd Peruvian bark.” With his ingratiating manner 
and rolling eyes he was the counterpart of Chaucer’s Pardoner. 
In fact, he quoted with a leer, ‘“‘ My theme is always one and 
ever was—Radix malorum est Cupiditas.”” This impressed us— 
here indeed was a man of letters. 

I was pushed forward by the resilient ring of interested 
spectators. ‘‘ Come sir, the flavour is unique, and the effect 
miraculous. The ingredients are purely from Mother Nature, 
untouched by human hand. Clears the catarrh, flushes the 
system, regulates the digestion—’’ Curiously watched, I 
sipped it with growing appreciation—“ steadies the brain, 
sweetens the breath, sparkles the eyes ’—Not at all bad until 
the chalky sediment settled on my tongue and yet I resisted 
adding “‘ polishes your buttons ”’ at the usual affront—“ and 
makes your hair curl”. Being stone bald I was grateful he 
didn’t call me Curly. 

Though diffident and dazed I acted the go-between— 
handing the small assorted bottles into the crowd and receiving 
a large silver coin in exchange. The policeman turned the 
corner—our stock was half sold—and as we hadn’t got a 
hawker’s licence we had to beat it. But isn’t it a wonderful 
way to get rid of all those samples that lie on our shelves 
gathering dust ? 

Our nearby university city runs an ideal cinema where the 
films are good, the seats are bookable, and there are no advertise- 
ments. Last week we went with some trepidation to see Garbo 
in her 24-year-old film Queen Christina. And how worth while. 
After a little laughter at the old conventions of the cinema, 
all ages, from undergraduates onwards, were enveloped in her 
portrait of an intelligent woman giving her crown, her riches, 
her country, her everything, for love. A glorious piece of 
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escapism, an entrancing myth. We came home to coffee and 
the Encyclopedia Britanmca. Someone looked up Queen 
Christina, and the myth was tarnished. The facts blew the cold 
wind of truth on to a brightly shining idea, and I suddenly 


realised I had had enough of facts 

For thirty years I have been taking in facts—familial, his- 
torical, political, economic, biological, medical. Everyone gives 
them away free—the newspapers, the radio, television, one’s 
colleagues, the bus conductor. I have had enough. I learn from 
the newspapers that a film star has married for the fifth time, 
from the radio that 43-8", of the inhabitants of a Pacific isle are 
left-handed, from television that octopuses prefer crabs to 
lobsters, and from your journal that 10°,, of patients with 
gastric ulcers have hammer-toes. The concept of beauty in the 
female form has been reduced to three facts, glamorised as statis- 
tics. The important thing about the Cézanne painting is that it 
was sold for £220,000. Facts are now an end in themselves, 
and accumulation of facts passes for culture. In medicine the 
ability to produce facts is common, the ability to do anything 
with them rare Motto for 1959: synthesise or shut up 

Those of my colleagues with their feet on the ground tell me 
give to the world, and that one day it will come in useful. So 
far as I am concerned, the rate of exchange at the moment is 


10,000 facts to the idea 


that every medical article ever published has one new fact to 


The scene was in the labour ward when a new batch of stu- 
dents had arrived in the department. A tall masked and 
gowned figure stood at the head of the bed impassively as the 
second stage culminated in Sister turning the patient on her 
side. Taking a pair of scissors in her hand she looked up and said 
sharply “* Well, don’t just stand there—come and watch at rhs 
end!” An episiotomy allowed the baby to be born, whereupon 
the “* student ”’ exclaimed “* Why darling we’ve got a daughter ”’. 

Man, as distinct from woman, can today be of good cheer. 
There is now incontrovertible evidence that the male is bio- 
logically the superior animal.' Dr. Gordon has shown that if 
an electric current 1s passed through a solution containing fresh 
sperm then the male sperm turns to the left (the cathode) and 
the female sperm to the right (the anode). Thus, it is proved 
beyond a peradventure that the seed of man is charged with 
positive electricity, while the seed of woman is charged with 
negative electricity. What could demonstrate more plainly than 
these results, which any competent mathematician could 
express as a differential equation, that strength flows from man 
with his positive 10ns to woman, weak with negative potential ? 
Perhaps Orwell might have added to his pessimistic glimpse of 
the future an epicene landscape pockmarked with grotesque 


tine 


and leering spermometers linked with power cables busily 
separating the male and the female sperm of the world’s 
fauna under the direction of a Minister of Sex. Significantly, 
the first observations of these electrolytic boys-to-the-left 
girls-to-the-right movements were by a woman biochemist 
working in Russia. They have been successfully repeated both 
in this country and in America. 

In the history of man, methods of sex control are as old as 
agriculture. They tried it in ancient China. When the Pharaohs 
lorded it on the banks of the Nile it was well known that 
pregnant women with a greenish cast of countenance gave birth 
to males (combination of morning sickness and positive ions ?). 
That wise old man Aristotle was not averse to taking a chance 
at sex control and gave out that if the marriage bed were placed 
in a north-south direction male heirs would be born to the 
happy couple. His 50°., of successes has since been repeated by 
many of our venerable G.P.s wise in the ways of the world. 


Ne from School.—I am getting on very well at school. I hope 

are very well and not in bed ill. At school I have got 6 good 

tars and no bad stars and I have got 49 good pionts and only 2 bad 

iont I am very well to and not in bed ill. My sister is getting on 

very well at school she has got 5 good stars and no bad stars. No good 
pionts and 1 bad piont. I hope you are very well 


Gordon, M. J. Sc. Amer. November, 1958, p. 87 


Letters to the Editor 


MEDICAL RESEARCH AND EMIGRATION 

S1r,—Professor Peart’s timely letter of Dec. 6 compels 
a little stock-taking. His figures omit totals and may thus 
create an impression rosier than reality. He was kind 
enough to quote some data from the Department of 
Medicine in this school relating to the years 1948 to 1956. 
In this period we had 58 British-trained registrars and 
senior house-officers who engaged in various ways in 
research activity. Only 18 are now in appointments in 
this country which permit continuation of research and 
teaching. 13 who have gone abroad (9 to the U.S.A.) are 
getting facilities and opportunities which could not be 
provided in this country. What is to be feared is that the 
30°, prospect of continuing in an academic career in this 
country will appear so difficult to these idealistic, devoted, 
and scientifically keen young doctors that a declining 
fraction of our talented professional ydéuth will embark on 
a career with such limited outlets, and for which they get 
little enough credit when they try to switch to applications 
for provincial consultant work. This fear is very real 
when we hear that the Medical Research Council’s clinical 
research training fellowships are not fully taken up. The 
university clinical units in most teaching hospitals are 
cramped in space, facilities, and numbers of career 
appointments. The Medical Research Council offers no 
real fixed permanency or security except to its unit 
directors. A handful of overloaded clinical professors 
cannot sustain research without senior whole-time 
colleagues, who ought to be on a nearly equal footing as 
regards pay and status. The Newcastle experiment of a 
shared university and hospital appointment, and shared 
university and M.R.C. payment (of which we have 
successful examples on the staff of this school), are ways 
of spreading thin finances. But in general there are not 
enough senior academic posts to absorb our best trainees, 
and it is well known that even professors and unit 
dirzccors have departed across the Atlantic to escape 
frustration. 


Clinical medicine never offered greater opportunities 
for the exercise of scientific talent and training than it 
does today, but few of our undergraduates spend the 
time needed to get science degrees, which they feel will 
be a waste of effort. All branches of medicine—cardio- 
logy, metabolism, endocrinology, gastroenterology, hama- 
tology, to mention only a few—are equipped with tools 
and techniques undreamed of even a decade ago. I am 
privileged to admire the enthusiasm, ingenuity, and deep 
critical knowledge of scores of keen young doctors, but 
equally saddened by our failure to provide the milieu 
for their full development. We probably have the best- 
educated youth in the world, and leadership in medical 
science would be within our hands if we were only given 
the financial strength to grasp it. Surely the most humane 
of all the sciences is not to be allowed to wilt for want of 
funds and lack of reasonable lab®ratory and other research 
facilities. A further expenditure on clinical research equal 
to 1°,, of our total health-service costs would change the 
whole situation. Such a development of medicine would 
be far cheaper than the advancement of, say, rocketry, 
and of much more direct appeal to some of our wavering 
triends. 


Postgraduate Medical School, 


London, W.12. J. MCMICHAEL. 
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GASTROINTESTINAL HAXMORRHAGE AND 
vine SOFT RUBBER 
SALICYLATES BALLOON 
Sir,—The letters in your issue of Nov. 22 from PINCHCOCK 


Dr. Allibone and Dr. Flint, and Dr. Davis, rightly stressed 
the importance of the selection of a control group for the 
Statistical study of salicylate consumption as a causative 
factor in massive gastrointestinal hemorrhage. They 
suggest that patients admitted to hospital for acute sur- 
gical emergencies are more suitable for this purpose 
than the outpatients complaining of dyspepsia selected 
by us. 

After careful consideration, we believed that hospital 
patients with acute abdominal emergencies (or with many 
other disorders) are unsuitable because pain from the 
primary complaint might lead to excessive salicylate 
consumption, whereas gastrointestinal hemorrhage is a 
painless condition. Furthermore, the great majority of 
patients with hematemesis or melzna (regardless of prior 
salicylate ingestion) give a previous history of dyspepsia 
and this may well have conditioned their habitual salicylate 
consumption in view of recent medical and commerical 
comment. By taking dutpatients complaining of dyspepsia 
as a control group, we attempted to comply with these 
two fundamental factors. 

Moreover, it is felt that the incidence of aspirin con- 
sumption is significantly higher in the period 24 hours 
immediately prior to hemorrhage. Thus, an analysis of 
aspirin habits over a period of a fortnight before the 
hemorrhage may have been an additional factor in the 
disparity between their results and ours. 

Our investigation was prompted by the uncertain 
validity of methods of comparison used in earlier studies, 
and we would certainly agree that ideal statistical control 
for this important problem has yet to be devised. 


London Chest Hospital, 
London, E.2 


A. S. ALVAREZ. 


Mayo Clinic, 
Rochester, Minnesota 


W. H. SUMMERSKILL. 


ASSESSMENT OF PULMONARY FUNCTION 


Sir,—When clinicians want to assess pulmonary 
function, the test that comes most readily to mind is the 
maximum voluntary ventilation (M.v.v.). This relatively 
simple test, either alone or with the vital capacity, may 
give much valuable information. But, because most of the 
apparatus used in respiratory physiology is cumbersome, 
expensive, and non-portable, the M.V.V. is rarely measured 
outside specialist and teaching hospitals. 

In 1956 Warring 4nd Siemsen ' gave details of a new 
and accurate apparatus for measuring the M.v.v. Based 
on the Venturi principle, it is called the ‘ Ventube ’. 

The Venturi tube is a cylinder whose bore becomes pro- 
gressively smaller from each end to the throat at its middle. 
The velocity of a fluid flowing through the tube is greater at the 
throat in accordance with Bernoulli’s law, which states that 
Q = AV, where Q = quantity per unit of time, A =cross-sectional 
area of the stream, and v =average velocity. This principle is 
well known to physicists, who use it to measure the flow of gases 
and liquids. Since the M.vV.V. is a volume of air breathed per 
unit of time (i.e., litres per min.), the Venturi principle may be 
used for its measurement. 

The ventube (fig. la) is of metal alloy, 6 in. long, with an 
internal diameter at its ends of **,, in. The throat is 1°), in. 
long, and the internal diameter at this point is *°/,, in. A side- 
arm enters the middle of the tube at right-angles; its internal 
diameter is 0-070 in. At the junction of the side-arm and tube, 
the diameter is 0-042 in. 


1, Warring, F. C., Jr , Siemsen, J. K. Communication to the American 


Trudeau Society, 1956 


VENTUBE 
a 
| SYRINGE 
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Fig. 1—The ventube. 


On breathing in and out of the tube, a proportional volume 
of air is sucked into the tube via the side-arm. If a soft rubber 
balloon is inflated with a known quantity of air and then 
attached to the side-arm, the ventilation can be measured by 


- calculating the volume of air extracted from it in a given 


time (fig. 1b). In practice the balloon is filled with a 100 c.cm. 
glass syringe, and it is emptied, using gravity to give an end- 
point, when the test is complete (fig. 1c). Subtraction gives the 
volume of air used during a given period. 

The ventube is calibrated for the M.v.v. and also for exercise 
ventilation. Tables of the relevant values are provided, and their 
derivation is given in the original paper by Warring and 
Siemsen.? 

The apparatus is delightfully simple and portable, and as 
there are no moving parts it is virtually foolproof. Patients do 
not find it suggestive of science fiction, which cannot always be 
said of the apparatus used in respiratory physiology. 

It is cleaned and sterilised by immersion in 70°, alcohol. 
20 minutes’ immersion is needed when tuberculous patients 
are being tested, but for routine work a 5-minute soak is 
adequate. | 

Before placing reliance on the ventube, I checked its 
performance by matching the readings with those of a 
spirometer. The M.V.V. was first measured on a Collins 
13-5 litre spirometer with the soda-lime and valves 
removed to lessen resistance, and then on the same 
patient on the same day it was measured with the ventube. 
The results were: 


Case no. Sptrometer Ventube 
1 92-4 915 
2 18-6 21 
3 154 153 
4 108 1155 
5 32:5 
6 70 70 
7 30 
8 53:8 545 
114 118-5 

10 90 88-5 


The close correlation between these two sets of figures 
is shown graphically in fig. 2 
In clinical practice, during the past year, I have used 
the ventube mainly for measuring the M.V.v., but some- 
times a walking ventilation (w.v.) has also been estimated 
and the two values related, thus: 
w.v. 
M.V.V. 
The ventube has proved an accurate means of assessing 
the progress of obstructive pulmonary diseases (bronchial 
asthma, emphysema, and chronic bronchitis), and the 
response to bronchodilator drugs, both at the bedside and 
in the outpatient department. 
2. Warring, F. C., Jr., Siemsen, J. K. Amer. Rev. Tuberc. 1957, 75, 303. 
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line was referred 
to a_ specialist 
hospital for more 
elaborate studies. In at least one case a diffusion defect 
was deduced from the ventilatory studies. 

A man of 64, whose chest X-ray showed miliary mottling, 
had dyspnoea on exertion. Physical examination revealed 
cyanosis, finger-clubbing, and dry rales at both lung bases. 
The M.V.v. was 110 litres per min., which was normal. The 
walking ventilation, however, was grossly increased to 40:1 
litres per min. and in doing this test he became greatly cyanosed. 
This was strongly suggestive of a diffusion defect, which was 
confirmed by lung biopsy showing chronic interstitial fibrosis. 
The diffusion capacity for carbon monoxide was greatly 
reduced, pointing to an alveolar capillary block. 

I wish to thank the physicians at the Whittington Hospital, and in 
particular Dr. Michael Ashby, Dr. Peter Davies, and Dr. Arnold 
Bloom, on whose patients many of these estimations were made. 
I am indebted to Messrs. H. K. Lewis for permission to reproduce 
fig. 1 from my book, Lung Function Tests. 


The London Hospital, 
London, E.1 


Fig. 2—Correlation between values for the 
M.V.V. (litres per min.) from spirometry 
and the ventube. 


B. H. Bass. 


AN INBORN ERROR OF METABOLISM WITH 
URINARY EXCRETION OF HYDROXYACIDS, 
KETOACIDS, AND AMINOACIDS 


S1r,—A number of workers have expressed interest in 
a report! of an infant with severe mental defect who 
excreted in the urine several abnormal acids including 
phenylpyruvic acid and a substance considered to be 
a-hydroxybutyric acid. This latter gave rise to a very 
unusual smell which should facilitate the recognition of 
any future cases. This smell is quite unlike that of phenyl- 
acetic acid which is familiarly associated with phenyl- 
ketonuria. The urine has now been examined in the 
Courtauld Institute of Biochemistry, and by Dr. Marvin 
Armstrong of the Fels Institute, Yellow Springs, Ohio *; 
we would draw attention to the new findings and present 
a new theory which may help to clarify this condition and 
its relationship to other metabolic abnormalities in infancy. 

The urine had been stored for over a year and frozen and 
thawed more than once, but it retained the characteristic smell. 
The phenylpyruvic acid, which had been repeatedly detected 
in fresh specimens, had, not unexpectedly, decomposed and 
was no longer detectable, but all the other previously reported 
findings have been confirmed. 

In addition to the aminoacids previously detected in this 
urine (namely, a very high excretion of methionine and an 
increased excretion of phenylalanine and tyrosine) a greatly 
increased amount of leucine(s) was also present. By contrast, 
the other aminoacids which are normally to be found in small 
amounts in urine were scarcely detectable; of these, alanine in 
particular was virtually absent. 


Strang, L. B. Arch. Dis. Childh. 1958, 33, 109. 
Marvin Armstrong for permission to refer to his 


1. Smith, A. J 


* We thank Dr 
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Since it is known that phenyiketonurics excrete increased 
amounts of indolyllactic acid (1.L.A.) and indolylacetic acid 
1.A.A.) in the urine,? the presence of these substances was 
sought in this case. A very high concentration of 1.L.A. but a 
normal amount of I.A.A. were found. 

For the same reasons, the urine was also examined for the 
presence of those phenolic acids known to be associated with 
phenylketonuria. Large amounts of p-hydroxyphenylacetic 
acid and p-hydroxyphenyllactic acid were present, but 
o-hydroxyphenylacetic acid could not be detected. 

Dr. Armstrong has particularly emphasised the absence of 
o-hydroxyphenylacetic acid, which he and others® have 
regarded as just as characteristic of phenylketonuria as is 
phenylpyruvic acid itself. On the other hand, the urinary 
excretion of I.L.A. in our patient could be regarded as typical 
of phenylketonuria. Clearly there is some overlap here which 
is difficult to interpret within the classical demarcation zones, 
but which reveals the possibility of complex interrelationships 
between different biochemical disorders. 

To complicate the situation still further, a mentally normal 
patient has been found who excretes a considerable quantity 
of 1.L.A. but no p-hydroxyphenyllactic agid +; this patient also 
shows the massive aminoaciduria characteristic of Hartnup 
disease. Another metabolic abnormality to be considered is 
‘“* maple-syrup urine ” disease.’* Infants with this disease are 
mentally defective and they excrete urine with a smell not 
unlike that of our present case. 

It is quite conceivable that the excretion of an abnormal 
metabolite may result from one of a number of different 
biochemical lesions, even when the possible lesions are 
unrelated to each other. In our case, the excretion of 
phenylpyruvic acid might be due, not to a block in the 
conversion of phenylalanine to tyrosine, but to a block in 
the utilisation of phenylpyruvic acid itself; the mental 
deficiency might still be due to the same lesion or defi- 
ciency as in phenylpyruvic oligophrenia, but this would 
have to be at some point metabolically removed from the 
primary lesion. An extension of the concept suggests a 
more general failure of ketoacid utilisation, and leads to 
rationalisation of some of the biochemical findings. 

If our patient was unable to utilise the ketoacids 
derived from certain of the dietary aminoacids, notably 
from phenylalanine, tyrosine, leucine, and methionine, 
these ketoacids and or their hydroxy equivalents and 
aminoacid precursors would accumulate. This would 
account for the urinary aminoacids, hydroxyacids, and 
phenylpyruvic acid on a quite different basis from that 
normally considered to act in phenylketonuria; further- 
more, the absence of o-hydroxypheny! derivatives would 
be explained. 

A similar block in the utilisation of indolylpyruvic acid 
(from tryptophan) could be responsible for the accumula- 
tion and excretion of its reduction product, indolyllactic 
acid. The urinary «-hydroxybutyric acid would be due to 
a similar block in the utilisation of «-ketobutyric acid. 
Although this latter substance is not recognised as a meta- 
bolic intermediate, the corresponding aminoacid is a 
normal, though minor, plasma component. The concept 
can be extended to explain the incredibly low excretion of 
the usual urinary aminoacids (mainly the dietary- 
dispensable ones) through their compensatory over- 
utilisation to provide intermediates normally available 
from other aminoacids. 

2 Aamewseng, M.D., Robinson, K. S. Arch. Biochem. Biophys. 1954, 52, 
3 Armstrong, M. D., Shaw, K. N. F., Robinson, K. S. J. biol. Chem. 1955, 


Baron, D. N., Dent, C. E., Harris, H., Hart, E. W., Jepson, J. B. Lancet, 
1956, ii, 421 
Menkes, J. M., Hurst, P. L., Craig, J. M 
Westall, R. C., Dancis, J., Miller, S. Amer 


Pediatrics, 1954, 14, 462. 
J. Dis. Child. 1957, 94, 571. 


We thank Dr. H. Bickel (Marburg) for the opportunity to examine 
urine from this patient. 
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We agree with Dr. Armstrong that this condition is not 
just an additional rare facet of phenylketonuria, but a 
“new” syndrome. The distinction can be made on 
clinical and morbid anatomical grounds also. 

We publish this preliminary report in the hope that a 
further case may come to light. The suggestions we have 
made about the primary biochemical lesion can then be 
tested, for example, by blood analyses for aminoacids, 
and by the investigation of tissues for their ability to 
metabolise appropriate ketoacids. 


Courtauld Institute of Biochemistry, 


Middlesex Hospital, London, W.1.t JoHN B. JEPSON. 


ALAN J. SMITH 
LEONARD B. STRANG. 


Department of Chemical Pathology, 
Department of Child Health, 


Royal Victoria Infirmary, 
Newcastle upon Tyne 


t Present address: National Institutes of Health, Bethesda, 14, U.S.A. 


PROSTATECTOMY 


Sir,—Mr. Ellis and Dr. Leatherdale (Dec. 6) have 
produced a most interesting paper on this subject, and it 
comes. from a centre with very considerable experience 
of spinal and local ‘analgesia. But I feel that they have 
not made the best use of the material they have gathered.. 
340 patients is a very respectable number to analyse but 
none of the differences between the “ spinal ”’ and the 
““ general’ series is statistically significant, except one. 
Surprisingly (perhaps) the one significant difference the 
figures show is that the prevalence of wound infection is 
lower in those patients receiving spinal-and-local anal- 
gesia. Some Russian authors have claimed that the infil- 
tration of tissues with large volumes of dilute cinchocaine 
solution (a common method of analgesia in Russia, I 
understand) hastens healing in operation wounds. . If 
these findings should be confirmed it will more than 
exonerate anzsthetists who meddle in the operation field 
from blame for wound infection. However, that is rather 
by the way. My main point is that, if Mr. Ellis and Dr. 
Leatherdale were to make their two groups more closely 
comparable by eliminating those earlier poor-risk cases 
who were selected for spinal-and-local, they might be 
able to show some definite advantages for one or other 
of their anzsthetic techniques. 


Birmingham J. C. AINLEY-WALKER, 


LOCALISATION OF NEPHROTOXIC ANTIGENS 


Sir,—Investigations of the localisation of nephrotoxic 
antibodies, admirably reviewed in your leading article 
of Dec. 6, have céme to embrace the wider problem of 
establishing the distribution of antigenic elements 
throughout the whole of the vascular and supporting- 
tissue systems. Clearly evidence obtained from different 
technical approaches cannot yet be synthesised into a 
coherent picture, and further complexities are likely to 
be uncovered. 

We should like to draw attention to a development of 
the work with iiuorescein-labelled antibodies to normal 
organs or tissues to which you refer. The antiserum to 
renal glomeruli prepared by Cruickshank and Hill was 
found, as you say, to react not only with structures in the 
glomeruli, but also with reticulin and basement mem- 
branes throughout the body. More recent work by one 
of us ' (D. G. S.) has made it clear that at least two dis- 
tinct antigens, both present in glomeruli, are concerned 
in these reactions. One of these antigens is represented in 
reticulin in other organs, the other is associated in general 


1. Scott, D. G. Brit. J. exp. Path. 1957, 38, 178. 


with epithelial basement membranes. In capillaries only 
the reticulin antigen can be demonstrated, but the media 
of larger vessels contain material which reacts in the 
same way as epithelial basément membranes. It has not 
hitherto been possible to isolate either antigen in pure 
form and to test each one individually for “‘ nephrotoxic 
antigenicity”. Furthermore it is by no means certain 
that no more than two antigens exist in non-cellular 
supporting ‘tissue. 


Rheumatism Research Centre, 
Stoke Mandeville Hospital, 
Aylesbury 


ALAN G. S. HILL 
D. G. ScorTT. 


CHLORAMPHENICOL AND CONTROL OF THE 
COMMON COLD 

S1r,—I should like to describe our experience of treat- 
ing the common cold and sore throat with chloramphenicol. 
This drug was chosen because sensitivity tests of throat 
swabs cultured on to blood-agar showed a superior ring 
reaction with chloramphenicol, and because in our 
experience drug resistance was rare. We have made two 
trials during the past four years. 

In the first trial, 60 patients were given a total of 3-5 g. of 
chloramphenicol orally in a dosage of 250 mg. q.i.d. for the 
first two days, 250 mg. t.i.d. on the third day, 250 mg. b.i.d. 
on the fourth day, and a single dose of 250 mg. on the fifth day. 
Many of these patients were teachers or professional singers 
who were usually incapacitated by their symptoms. But on 
this regime 56 of them were able to carry on their routine work, 
and the other 4 had only slight fever which settled within one 
or two days. 40 control patients were given a placebo, and in 
38 this did not prevent the progression of symptoms. 

In the second trial we aimed at giving chloramphenicol by 
local application so as to reduce the total dosage. The palmitate 
was chosen because of the bitter taste of chloramphenicol itself, 
and was made up in the form of lozenges each containing 
30 mg. of chloramphenicol palmitate (i.e., 15 mg. of chlor- 
amphenicol base). Unfortunately this preparation proved to be 
inactive in vitro, and our idea of local treatment had to be 
abandoned. Nevertheless we tried these chloramphenicol 
palmitate lozenges in 20 patients whose throat swabs showed 
sensitivity to chloramphenicol. In 16 the symptoms were 
effectively suppressed with a dosage of 10-14 lozenges daily 
for two to three days, and we assumed that this effect was not a 
local one, but was due to intestinal absorption of chlor- 
amphenicol. Hence it seems that even such small doses as 
150-200 mg. of chloramphenicol per day, when administered 
continuously, can suppress the infection. 

I believe with Ritchie! that the reactions of the 
common cold and sore throat are due to the patient’s own 
pharyngeal bacterial flora, which becomes more virulent 
when the ground is prepared by viral invasion, and for this 
reason treatment with antibiotics is justified. Many people 
do not share this opinion because such an infection, when 
untreated, recovers in a few days’ time. But this view 
takes no account of the risk of secondary diseases, and 
especially acute nephritis, nor of the loss of working time 
when the patient is incapacitated. 

The “broad spectrum” cover provided by chlor- 
amphenicol makes it superior to the sulphonamides and 
to other antibiotics, particularly the tetracyclines, because 
it does not, in the dosage we suggest, induce vitamin 
depletion, moniliasis, or general depression. Moreover, 
there are almost no anaphylactic or allergic reactions, and 
few resistant bacterial strains. 

We do not agree that, because of the risk of blood 
dyscrasias, chloramphenicol should only be used for 
typhoid fever and other serious infections. When 
criticisms of chloramphenicol were published, Parke, 


1. Ritchie, J. M. Lancet, 1958, i, 618. 
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Davis & Company made it known in 1954 that at least 
eight million patients had then been treated with it. As a 
result Haviland (quoted by Brown *) calculated that the 
incidence of aplastic anemia in the general population was 
greater than the incidence reported from chloramphenicol 
administration, which challenges the popular impression 
that the drug may cause a blood dyscrasia. Experience in 
Israel has fully justified this opinion. 

I put these views before those who are reluctant to use 
chloramphenicol for so-called banal diseases because I feel 
there is no justification for restricting the use of this 
effective drug. 

Department of Applied Pharmacology, 


Hebrew University—Hadassah Medical School, 
Jerusalem, Israel F. G 


INTRA-ARTICULAR THERAPY IN RHEUMATOID 
ARTHRITIS 

S1r,—Dr. Loxton’s reply of Nov. 22, though splendidly 
furnished with adjectives, only shuffles the excuses without 
breaking fresh ground to justify his original criticisms. 
These are now whittled down to the complaint that we 
failed to quote the figures to which our statistical tests 
were applied. I can assure Dr. Loxton that only con- 
sideration of space frustrated their full publication. 

Dr. Weiser (Nov. 29) suggests that careful physio- 
therapy and limitation of physical activity will prevent 
the deterioration we observed after intra-articular injec- 
tions of hydrocortisone. This assumption may well be 
true but is irrelevant to the aim of our study, which was to 
emphasise the danger of uncritical reliance on a poten- 
tially damaging procedure. 


SULMAN. 


G. N. CHANDLER. 


TOXAMIA OF PREGNANCY 

Sir,—In your issue of Dec. 6 Mr. Sophian again 
attacks clinical observations which do not tally with his 
views on the etiology of pre-eclampsia. We still await, 
however, an acceptable statistical analysis to show that 
over-distension of the human uterus does, by itself, 
increase the incidence of pre-eclampsia. In a recent 
attempt to provide such evidence I reviewed 65 cases of 
anencephaly. Here is a condition in which over- 
distension of the uterus due to hydramnios is common 
yet the placental tissue is normal in quantity and quality. 
To complete the ideal set-up for the purpose of testing 
the myometrial-tension hypothesis, it occurs frequently 
in primigravide. 49 of the cases had gross hydramnios, 
and 24 were in primigravide; yet none had toxemia 
according to the standards of Gemmell et al.’ 

In criticising my Blair-Bell lecture,‘ Mr. Sophian 
claims that the statistical controls are invalid in that they 
make no allowance for the proportion of primigravidz 
and multigravide in the different groups. This is quite 
untrue. Proper allowance was made by a statistician for 
the proportion of parous patients in each group, and 
readers of the original article will find this stated. 

I did not in fact deny that generalised edema was of 
significance in toxemia. Oidema without albuminuria or 
hypertension was not classified as toxemia in the control 
series of Gemmell et al., and it was clearly essential to 
adopt the same standards in my study. There is nothing 
to suggest that, had such cases been included in both 
groups, the overall conclusions would have been any 
different. Nor is there anything to suggest that a 25°, 
raising of the arbitrary level for hydramnios would have 


A. Ann. Allergy, 1956, 14, 206. 
Logan, W D., Benjamin, B. J. Obstet. Gynec., 


Leeds 


2. Brown, E 
3. Gemmell, A. A., 


Brit, Emp. 1954, 61, 458 
4. Scott, J. S. ibid. 1958, 65, 689. 


altered the picture. Again, the fact that the completely 
aberrant and disordered trophoblastic growth of chorion- 
epithelioma does not produce toxemia is hardly relevant. 
In refutation of a placental factor Mr. Sophian reintro- 
duces the argument that eclampsia can occur post partum 
when the placenta has been expelled. In 92 cases of 
eclampsia which occurred between 1947 and 1957, the 
first fit occurred after delivery in 29 (32%). The majority 
of the fits began very shortly after delivery and the 
longest interval was fourteen hours (see accompanying 
figure). These findings are in accord with those of Page ° 
and Hofmeister and Brown.* Arguments based on the 
onset of eclampsia forty-eight or more hours after delivery 
date from the time when all cases of puerperal con- 
vulsions or 


n Rien coma were 
1 labelled as 
Nowadays, 

9 \ * such causes of 

3 puerperal con- 
vulsions or 
3 coma as 
3 cerebral-sinus 
25 thrombosis, 
pheochromo- 
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Hours after delivery proved diag- 
nostic tech- 
niques. It is 
very likely that 
placental substances can produce their maximal effect 
on the mother after the tumult of delivery, when the 
action of sedatives, given during labour, is wearing off. 

It seems likely that advance in knowledge may, in 
time, split the cases at present arbitrarily labelled “ pre- 
eclampsia’ into different groups, though, even in the 
present state of our ignorance, Mr. Sophian refuses to 
countenance such an idea. The suggestion that all cases 
of diabetes have an identical hormonal background would 
not be accepted today, yet there is much to suggest that 
pre-eclampsia is, in similar fashion, a syndrome which 
may be the consequence of several different hormonal 
disorders. 

It is pertinent to make clear that my aim was not to 
prove or to discredit any particular theory of pre- 
eclampsia. The aim was merely to derive as much factual 
information as possible fromm a study concerning the 
association of a raised incidence of maternal toxemia with 
hydrops foetalis—an association which has been obscured 
in recent years. My analysis of the facts made untenable 
the convenient explanation that excessive uterine dis- 
tension was responsible but did point to a placental factor 
being involved in the cases studied. 

As Prof. Norman Morris’ remarked in your columns 
last year, Mr. Sophian’s views often pass completely 
unchallenged, but that does not mean that they are 
generally accepted. 

Liverpool, 

5. Page, E. W. Obstet. Gynec. Survey, 1948, 3, 


615. 
6. Hofmeister, F. J., Brown, R. C. Amer. J. Obstet. Gynec. 65, 498. 
7. Morris, N. Lancet, 1957, i, 790. 


Time between delivery and first fit in postpar- 
tum eclampsia. 


JAMgs S. Scott. 
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QUESTION TIME 


Local-authority Expenditure 

Mr. ARTHUR BLENKINSOP asked the Minister of Health what 
additional local-authority expenditure on mental health and 
welfare services had been approved for 1959-60 and 1960-61.— 
Mr. RICHARD THOMPSON, parliamentary secretary to the Minis- 
try, replied: Included in the figures of relevant expenditure 
taken into consideration in fixjng the proposed totals of general 
grant for the first grant period are estimated amounts for these 
services of over £900,000 for 1959-60 and over £1* , million for 
1960-61 above the estimated figures for 1958-59. It is esti- 
mated that the rate of development for which these increases 
provide in each year is about two and a half times the annual 
development rate achieved in recent years. Mr. BLENKINSOP: 
As the Parliamentary Secretary knows, during the last few years 
there has been hardly any development at all. Why on earth 
should he try to confuse the House by talking about two and a 
half times the rate of increase when we all know that the rate of 
recent increase has been negligible ?—Mr. THOMPSON: I can- 
not accept that what is now spent on these services is negligible, 
and I should have qhought that a rate two and a half times 
greater is considerable by any standards. 

Salaries and Beds 

Mr. RoBINSON asked the Minister if he was aware that the 
practice of relating the salaries of nursing and other staff in 
mental hospitals to the number of occupied beds might penalise 
those hospitals pursuing a progressive policy of rehabilitation 
and discharge of patients; and if he would initiate steps tc 
remove this anomaly..—Mr. WALKER-SMITH replied: Arrange- 
ments agreed by the Whitley Councils concerned provide some 
protection for existing staff whose salaries would otherwise be 
affected when there is a permanent reduction in the number of 
beds. While some anomalies may remain, it is difficult to find 
alternative arrangements which do not create further anomalies. 
—Mr. RosBinson: Would not the Minister agree that one ought 
to try to encourage rather than to discourage mental hospitals 
to discharge patients ? To what extent is there protection for 
the existing staff, and why cannot that protection be made 
permanent and complete ?—Mr. WALKER-SMITH: I agree that 
it is good that patients should be discharged, subject always, of 
course, to the clinical facts. Safeguards are applied to protect 
the position of people already in the hospital employment, but 
in future appointments regard must be had to the new salary 
scales appropriate to the diminished responsibility which they 
carry. 

Dr. EpITH SUMMERSKILL: Would not the Minister agree 
that, in the light of the new approach to mental disease, this 
method of remuneration surely places a premium on lack of 
initiative ?—Mr. WALKER-SMITH: No, I do not think so. It is 
necessary to-have some sort of index by which salary scales can 
be adjusted, and it is true in regard to future appointments that, 
if we happily have a smaller number of patients to take care of 
and fewer beds in hospitals, the task is likely to be less onerous 
to that extent. 


Re-employment of Consultant 

Mr. C. L. HALE asked the Minister what steps he had taken, 
since his letter to the Manchester Regional Hospital Board last 
July, to obtain suitable employment for Mr. A. H. Barber.— 
Mr. WALKER-SMITH replied: So far as I am aware, Mr. Barber 
has not applied to fill any consultant vacancy in the hospital 
service.—Mr. HALE: Does not the Minister think that is a 
somewhat contemptible answer in view of his assurance to the 
House in July that he had directed the board that it was under 
a moral obligation to offer this man employment ? Is it actually 
a fact that no offer has been made to this very distinguished 
gynecologist ?—Mr. WALKER-SMITH: The Appointment of 
Specialists Regulations, 1950, require that consultant vacancies 
to the hospital service must be advertised, that an appointments 
advisory committee must be appointed to select from the appli- 


cants those who are suitable, and that a board may only select 
a person who has been so selected by the appointments com- 
mittee. It follows that it is not possible to offer employ- 
ment. The post must be advertised, application must be 
made, and then the moral obligation to which I referred 
comes into being. 

Mr. HALE asked the Minister what replies he had obtained 
from the Manchester Regional Hospital Board to his request, 
made in July last, that it should accept a moral obligation to 
assist Mr: Barber to obtain suitable employment.—Mr. 
WALKER-SMITH replied: The board has agreed to my sugges- 
tion. 

Mr. Hate: Is it not a fact that the board first adjourned con- 
sideration of his letter from time to time and as long as it could ? 
Is it not a fact that the Minister knows the Manchester Regional 
Hospital Board made it constantly clear that it had not the 
slightest intention of lifting a finger to secure the reinstatement 
of this gynzcologist because it is still activated by the venom 
which made it contest the action ?—Mr. WALKER-SMITH: The 
board in answer to my letter has accepted the moral obligation 
in this sense, that if the appointments advisory committee finds 
Mr. Barber equally suitable with any other applicants, then the 
circumstances must weigh the moral obligation in his favour. 
That is the most the board can do, and that it has said it will do. 


Capital Expenditure of Regional Boards 
The additional allocations for capital works to regional 
hospital boards from the extra £1,750,000 for capital expendi- 
ture before March 31, 1959, are as follows: 


£ 
Newcastle 105,000 
Leeds 121,000 
Sheffield 138,000 
East Anglian 30,000 
N.W. Metropolitan 125,000 
N.E. Metropolitan 71,000 
S.E. Metropolitan 110,000 
S.W. Metropolitan .. 225,000 
Oxford 55,000 
South Western 140,000 
Birmingham 66,000 
Manchester .. 104,000 
Liverpagl 107,000 
Wales 100,000 
(Teaching hospitals 217,000) 


Attempted Suicide 


Mr. GEORGE JEGER asked the Home Secretary whether he 
was aware that a girl aged 17 years was sentenced to 3 months’ 
imprisonment on Dec. 2 for attempting to commit suicide; and 
whether he would ensure that she receives any necessary treat- 
ment while in prison.—Mr. DAvip RENTON replied: The 
senior medical officer of Holloway prison considers that she is 
mentally ill and is taking steps to see that she gets proper treat- 
ment.—Mr. JEGER: Would the Under-Secretary agree that a 
child of 17 who attempts to commit suicide is far more in need 
of care and attention than of a prison sentence ? Would it not 
be better if she were removed to a proper place where she could 
receive that care and attention rather than be in prison sur- 
roundings ?—Mr. RENTON: This girl has attempted to commit 
suicide on four occasions. The case has a rather long history: 
it is an interesting example of how criminal proceedings and 
even prison sentences can ensure that a person who attempts 
to commit suicide gets the treatment which he or she needs. 

Mr. KENNETH ROBINSON asked the Home Secretary if he 
was now in a position to announce the Government’s intentions 
with regard to the law relating to suicide and attempted suicide. 
—Mr. R. A. BUTLER replied: I am in consultation with the 
Minister of Health and the Secretary of State for Scotland. I 
have already sought the views of the British Medical Associa- 
tion and the Magistrates’ Association. A discussion is going on 
within the Government and with outside bodies as to the best 
course to adopt and, until I have concluded that, I would rather 
not reach a decision. 
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Compensation Paid by N.H.S. 
The total amounts paid in compensation of all kinds by 
hospital authorities and executive councils in England and 
Wales, whether or not legal action was involved, are as 


follows 

1949-50 23.6% 1954-55 91,535 
1950-51 38.556 1955-56 110,321 
1951-52 106,574 1956-57 116,136 
1952-53 152,590 1957-58 100.826 
1953-54 159,047 

Leucotomy 


In 1949, 1442 leucotomy operations were performed in 
National Health Service hospitals in England and Wales. In 
1957 a special inquiry showed that 728 operations were per- 


formed in regional hospitals with 100 or more beds. 


Discharged Mental Defectives 
1957 of these patients have been discharged since the recent 
review; 3078 are still detained because they are unfit for 
discharge or have nowhere suitable to go. 


Hospital Waiting-lists 
Art the end of June, 1958, there were 442,000 names on the 
waiting-lists of N.H.S. hospitals in England and Wales. 


Conditions in Prisons 

On Dec. 2, 1958, the prison population totalled 22,270, of 
whom 1606, or 7:2°.,, were classified as untried prisoners. On 
Nov. 18, 1958, there were 5925 men sleeping three in a cell out 
of a total prison population of 21,448 men. 

The current cost of food at Dartmoor is 12s. 2d. a head a 
week, of which ls. is spent on fresh meat. The dietary includes 
14:7 oz. of fresh meat, 2 oz. of preserved meat, 8 oz. sausage 
meat, 5 oz. bacon, and | Ib. fish. 


Myxomatosis 

Myxomatosis is reported still to be killing rabbits in 40 
counties in England and Wales, but less virulent strains 
have appeared in about half of these counties. In some parts 
of the country the proportion of rabbits examined which show 
immunity 1s so far not more than 20°,,, but in other parts the 
proportion is as high as 80 The scientific officers of the 
Ministry of Agriculture are of the opinion that the proportion 
of affected rabbits recovering from the disease will increase 
and that therefore the effect of myxomatosis will progressively 
diminish. 


Public Health 


Smog in South-east Lancashire 

THE recent smog in the north-west of England lasted from 
Nov. 24 to Nov. 30, then returned on Dec. 2 and stayed until 
Dec. 6. It often cleared partially at midday and was never 
quite as dense as some of the well-known earlier smogs. The 
smoke and sulphur dioxide and trioxide varied from two to 
five times the November average, but never reached the peak 
of the November, 1956, smog. The peak this year came in one 
area on Nov. 29 when the smoke content was 302-5 mg. per 
100 c.m. and the sulphur content was 0-7 parts per million; 
the average for November days without smog is smoke 65 mg. 
per 100 c.m. and total sulphurous content 0-15 p.p.m. 
Meteorologically it was not a dense fog and it had an unusual 
patchiness. 

The social indices of the effect of this smog were remarkably 
consistent. Family doctors were not abnormally busy, but 
much minor illness (pharyngitis, “ trivial” coughs and colds, 
sinusitis) affected the community. Most chemists reported, 
like the doctors, that they were some 20%, busier. In Salford 
the total deaths for October and November (111 and 175 
respectively) were lower than for the corresponding months in 
1956 (126 and 171) (in 1956 the death-rate was raised by Asian 


influenza). The demand for beds at the bed bureau during the 
smog period was also less than in previous years. Big industrial 
firms reported little absenteeism. 


Danger in Grain Silos 

Tue Ministry of Agriculture, Fisheries, and Food has 
reminded farmers of the serious danger to anyone entering a 
grain bin or silo when the grain is being run out of the bottom 
of the bin. When a bin is being emptied in this way, a vortex 
is created and anyone on the grain is liable to be drawn down 
and suffocated. Two fatal accidents have recently occurred in 
this way. 


Obituary 


JOHN DOBSON WARDALE 
M.A,, M.B. Durh. 


Mr. J. D. Wardale, emeritus professor of ophthalmology 
in the University of Durham and honorary consulting 
surgeon to the Royal Victoria Infirmary, Newcastle upon 
Tyne, died at his home near Haydon Bridge on Dec. 7 at 
the age of 90. 

He was born in Gateshead, where his father, who had been 
an engineer-draughtsman with Robert Stephenson, had started 
a business on his own account. He was educated at Aston 
Grammar School, Market Rasen, Lincs, and later at Durham 
University College of Medicine, where he qualified in 1891. 
After holding house-appointments at Newcastle and Bridg- 
water he became registrar to Mr. G. E. Williamson, who com- 
bined general surgery with an eye department at the Royal 
Infirmary in Newcastle. After Mr. Wardale started in general 
practice in Newcastle he continued to assist Mr. Williamson 
with his eye outpatients, and on Mr. Williamson’s death in 
1900 he was appointed ophthalmic surgeon to the old Newcastle 
Infirmary on the Forth banks. When the Infirmary was moved 
to its present site on Castle Leazes, he was given ophthalmic 
beds as well as an outpatient department. 

From the time of his appointment to the Infirmary, he 
lectured in ophthalmology in the College of Medicine, and 
later he was appointed professor of ophthalmology in the 
University of Durham—one of the first chairs in the subject 
in the country. He retired from the Infirmary in 1928, and 
from his chair in 1933, but he continued for some time in 
private practice. On his retirement from the Infirmary he was 
appointed director of surgery at the Durham County and 
Sunderland Eye Infirmary. He was a founder member of the 
Oxford Ophthalmological Congress in 1908, and for many 
years attended its meetings regularly. He was a president of 
the North of England Ophthalmological Society. 


J. S. A. writes: 

“Mr. Wardale was a sound practical clinician, whose 
opinion was sought and valued by his colleagues. He was one 
of the earliest to recognise that changes in the fundus in hyper- 
tensive retinopathy were reversible. He always kept careful 
notes, which he had bound in volumes, forming a permanent 
record of his patients. His advice and opinion were in great 
demand in ophthalmological cases arising out of industrial 
employment. He often appeared in county courts in the north- 
east region, and the local county judges gave great weight to 
his opinion. His evidence was always given with conciseness 
and absolute impartiality, and opposing barristers seldom 
wasted the time of the court in cross*%examination. 

“* As a student he was keen on football, playing association 
for his university, and for Newcastle West End—a forerunner 
of the present Newcastle United. On going to Bridgwater, 
he turned to rugby, and played as wing three-quarter for 
Bridgwater. In later life, his chief recreation was shooting, 
and he enjoyed country life generally. He had a wide circle of 
friends, both inside and outside the profession.” 


Mr. Wardale leaves a son and two daughters. 
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Notes and News 


ROYAL SOCIETY OF TROPICAL MEDICINE 
AND HYGIENE 

AT a meeting of this society on Dec. 11, Prof. P. C. C. 
Garnham and Dr. D. K. Lewis described parasites of British 
Honduras, with special reference to leishmaniasis. They had 
gone to Honduras at the suggestion of the Director of Medical 
Services to investigate the reported increasing incidence of 
cutaneous leishmaniasis. The principal sufferers were the 
chicleros or chewing-gum collectors. Chewing-gum apparently 
used to be made exclusively, and is still made partially, from 
latex gathered by bleeding the bark of the numerous sapodilla 
trees in the forests of British Honduras. The chicleros live and 
work in groups of three or four; they enter the forests at the 
start of the rainy season, live a nomadic life moving from one 
camp to another, and emerge from the forests after six months 
or more when the rains are over. They proved elusive subjects, 
but Professor Garnham and Dr. Lewis, proceeding through the 
forest on horseback, eventually discovered one of their camps 
near the forest-choked Maya ruins at Caracol. Further pursuit 
of small groups of chicleros fortunately proved to be unneces- 
sary; for with the onset of the dry weather they began to emerge 
from the forests, to Convert their chicle into cash, and their 
cash into liquor. The 
by visiting such an establishment at Benque, on the Guatemala 
border, where we found several, one midnight, listening and 
dancing to a marimba band ”’. 

Cutaneous leishmaniasis in this part of the world is largely 
confined to the ear and is known as chicleros’ ulcer or bay 
sore (a term derived from the title “‘ baymen ”’ used for people 
living around the Bay of Honduras since the time of the original 
log-wood cutters in the reign of Elizabeth I). The ulcers can 
be very chronic, some lasting over 30 years, when there is 
destruction of the outer ear by granulomas alternately healing 
and ulcerating. Leishman-Donovan bodies are almost im- 
possible to find except in relatively early lesions. 

An animal reservoir for the parasite is probable, for the 
chicleros are so sparsely distributed in the forest and stay so 
short a time in one spot that the vector, phlebotomus, would 
have little time or opportunity to acquire the infection from one 
person and to pass it on to another a few weeks later. A search 
was therefore made for parasites in various animals, including 
armadillos, the “‘ protective armour” of which made cardiac 
puncture a difficult operation. In British Honduras, 14 species 
of phlebotomus were found, including P. cruciatus Coquillett, 
which is believed to transmit cutaneous leishmaniasis in 
Mexico, but no leptomonads were found in the dissected flies. 
It was concluded that the most satisfactory control measure was 
likely to be the use of an attenuated vaccine. 

Onchocerciasis, although it does not occur in British 
Honduras, is found in neighbouring Guatemala, and possible 
vectors were therefdte investigated. 13 species of simulium 
were studied of which 2, S. qgyadrivittatum Loew and S. 
metallicum Bellardi, attack man in large numbers. 

In the discussion Dr. C. A. Hoare contrasted the multi- 
plicity of clinical manifestations of leishmaniasis with the 
uniformity of the causative organism. He thcught that through- 
out the world cutaneous leishmaniasis was caused by Lezsh- 
mania tropica but the differing clinical states of espundia, uta, 
and chicleros’ ulcer might be caused by subspecies. 

Prof. A. W. Woodruff referred to the chronicity of chicleros’ 
ulcer and to the related problem of latency in both cutaneous 
and visceral leishmaniasis. He described cases in which the 
parasites had apparently lain dormant for years before declaring 
their presence in a clinically recognisable form. In one case 
hypogammaglobulinemia had been observed at the time the 
disease became apparent, and this introduced the possibility 
that factors influencing plasma-gammaglobulin levels might 
determine the onset of clinically apparent disease in long- 
standing latent infection. 

Prof. H. S. Shortt suggested that species of phlebotomus 
flies, dwelling only in the treetops, might account for the 


“ best haul of active cases was obtained. 


special vulnerability of chicleros to the local variety of cutaneous 
ieishmaniasis; and Dr. C. C. Chesterman considered that the 
curious localisation of the chicleros’ ulcers at the tips of the 
ears might result from an optimal temperature for growth of 
the parasite, slightly lower than body-temperature. 


THE KING’S FUND 

The DuKE oF GLOUCESTER, presiding at a meeting of the 
general council of King Edward’s Hospital Fund for London 
at St. James’s Palace on Dec. 9, said that one of the great 
problems of the day was to provide adequate care for the 
elderly. The Fund had given thirteen homes in all, with a total 
bed complement of over 400, in order that elderly people might 
leave hospital and still receive some care and further rehabilita- 
tion. The Hospital Personal Aid Service, maintained by the 
Fund, had tackled in various hospital groups the problem of the 
long waiting-lists for geriatric units, and had been able to give 
much assistance in the admittance of the most serious cases, 
while help in various forms had been given to those who could 
remain at home temporarily or permanently. The Fund had 
just made a grant of £25,000 towards a day hospital in the 
grounds of St. Luke’s Hospital, Chelsea, which, it was hoped, 
would not only contribute towards the wellbeing of the elderiy 
in that area but also free hospital beds for those who needed 
them most urgently. A day hospital with a somewhat different 
purpose was being planned at St. Clement’s, Bow. Old people 
with some degree of mental illness would be able to receive 
treatment there instead of being sent away to a remote mental 
hospital. The Fund was proposing to offer a grant of £50,000 
towards the cost of rehabilitating a derelict block at St. 
Clement’s, to provide a geriatric day hospital and treatment 
centre on two floors, with two 12-bed wards above for more 
severely disturbed patients, and some accommodation for staff. 

Sir Henry Tidy reviewed the Fund’s work for convalescent 
homes since 1946. At that time there was constant demand for 
beds for children, but very soon the health of the children began 
to improve and by 1951 the demand had fallen off and more 
beds were available than needed. Formerly very few con- 
valescent homes would accept patients with any form of heart- 
disease, but now these could be accepted. Also, surgeons now 
sent their patients away to convalesce at a much earlier stage 
after operation. For these reasons there was now a large demand 
for rooms on the ground floor and for lifts. 


University of Cambridge 

Dr. J. H. Cullen has been appointed senior assistant in 
research in medical psychology and Dr. Cicily Clarke assistant 
in research in medical psychology. 


University of London 

Dr. A. C. Dornhorst, reader in medicine at St. Thomas’s 
Hospital Medical School, has been appointed to the chair of 
medicine at St. George’s Hospital Medical School. 

Dr. Dornhorst, who is 43 years of age, qualified in 1937 from 
St. Thomas’s Hospital. While holding house-appointments there 
during the next two years, he took the M.R.c.P. and the M.D. Lond. 
After spending some time as a clinical observer in the Medical 
Research Council’s blood-transfusion research team, he joined the 
R.A.M.C. in 1940 and served as a medical specialist, reaching the 
rank of lieut.-colonel. After he was demobilised in 1946 he worked 
at St. Thomas’s under the ex-Service scheme and in 1947 he was 
appointed senior assistant in the medical unit. He took up his present 
appointment in 1949. He was elected F.R.C.P. in 1955. His published 
work includes papers on the physiology of circulation and respiration. 


University of Manchester 
At recent examinations the following were successful: 


M.B.,Ch.B.—W. D. Ashworth, Alfred Aspinall, A. S. Buttoo, D. B. Case, 
W. G. Cautley, Freda M. Crossley, R. P. Davies, A. J. Ellison, P. J. Falconer, 
R. S. Goldberg, W. M. Gould, Ronald Greenbaum, Evelyn W. S. Harris, 
G. G. Hay, Kenneth Haywood, D. S. Hopton, D. N. Hutchinson, J. K. 
Johnson, P. M. Keane, Rowland Lansdell, D. A. Leighton, P. M. Lenten, 
Freda M. Lord, David Morrison, Joyce Newton, J. R. Norris, Harold 
Pomfret, H. S. Radden, J. N. Roskilly, R. J. Roycroft, Edward Shaoul, 
H. J. Shapiro, D. A. Thomas, Jack Thémpson, J. D. Wilson, P. R. Wood, 


Ann C. Wright. 
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APPOINTMENTS 


University of Liverpool 

On Dec. 10, Prof. Brian Maegraith, dean of the School of 
l'ropical Medicine and Hygiene, presented the Mary Kingsley 
medal to Prof. R. M. Gordon, who retired from the staff last 


September. 


University of Edinburgh 

Lewts Cameron Postgraduate prize 
awarded in July, 1959, to an M.B. of not more than 5 years 
standing for the best paper describing original work on the 
diagnosis of disease. Papers should be lodged with the dean of 
the faculty of medicine, University, Edinburgh, 8, by April 6. 


£45).—This prize may be 


University of Dublin 

On Dec. 11 the following degrees and licences were con- 
ferred 
Bermingham, Elizabeth M. Bowden, 


Clarke, Monica M. Cronin, 
H. Knight, D. R. 


1.0.—A. K. P 
ne ather G. M 
P. R. C. Dowse, Ruby S. Indar, Dolores King, F. G 

iry, ‘ I r rt van Reenen Mostert, Ci 


cely E. New- 
swiena Oosterhuis, R. D. Taylor, D 


A.W 


Royal College of Surgeons of England 

At a meeting of the council on Dec. 11, with Sir James Pater- 
son Ross, the president, in the chair, Lord Cohen of Birken- 
head was appointed the first Watson-Jones lecturer. 

The following lecturers for 1959 were also appointed: 
Mr. A. Dickson Wright (Bradshaw), Prof. R. N. Bradlaw 
Menzies Campbell), Prof. Englebert Dunphy (Moynihan 

An endowment of £150,000 for the chair of pharmacology 
from Mr. G. A. Vandervell was accepted. 

Diplomas of fellowship were granted to the following: 


D. A. Dawson, J. G. B. Myles, O. O. F. Ffooks, Joselen Ransome, M. J 
Ball, K. M. Bryant, Barry Aleman, N. E. Shaw, M.S. Robertson, J. ( 
Loeffler, J. W laddims \ 


Wil M Ver 
Hard jor S. Be 

dr 

Su lar 

B Du 

Kat 

J.H Fer 

Ar Gill 

M aid Kar 

Arr 

H Latt 

Walk oO 

Vir bhoy I 

Balak Petera, P. I 

J.G r, I 

1K 

Bow Mat 

Gr Ra 

a hta, J. D. H. Muir, Mahadevan 
Sr mas, Abubakar Mohammad 
anohar Janarda 

Ker eton, Omar 

Lax arkill, J. S. T 

Ehr Vinnicombe, Balbir Krishan 
4 


Royal College of Physicians of Ireland 

At a meeting of the college on Dec. 5, with Dr. P. T. 
O'Farrell, the president, in the chair, Dr. J. J. Cockburn was 
admitted licentiate and member. The following were admitted 
licentiates in medicine and midwifery 


Y if Mar r Ali, R. G. R. Bobart, R. J. Christmas, Margaret M. Day, 
Kassim Ahmed Docrat, Noreen M. Duffy, Mearl A. Fenwick, M. N 
Fitzg Herbert H rT Jmantn Narair Je awon, ¢ Parry J nes, 
H Marce I E. Moran, Muhammed Abdul Qader Muhairez, 
Joseph McAleer, J. F. McCusker, R bert Narozny, J. Chukwudike 
Ok P. R. Panniker, Janina Pisk ki, D. L. Scawn, Mohamed 


Essop Seedat Ya h want Zaverchand Tawiah 
Royal College of Surgeons of Edinburgh 

On Dec. 10 the fellowship without examination was awarded 
to Prof. G. J. Romanes. The following were admitted to the 


fellowship 


Bar as Abernet! R. T. Aldridge, Bushra Azer-Fam, G. W 
Burg Ivan Cher, Anja nda Biddayya Chinnappa, T. B. Comins, 
K.S.D KJ. Denr Asit Kumar Deshmukh, M. J. Flood, R. L. Gadd, 
Db r Singh Guill, A. G. Graham, J. M. Gray, Hymie Green, W. A 
Har AH C. Jar Kokengada Monnappa Kalappa, D. M 
King, Phyllis A. H. K ker, S.G.I h, D. B. Longmore, C. R. Lulham, 
D. H. Mcé mont, Ad: Eruch Mod P. J. B. Murray, J]. R. Pearson, 
W. S. E. Perera, Iftikhar Husain Rathor, Mohamed Raza Rayman, C. J. ¢ 
R F. O. R. D. Stryie, Narendra Swarup, Kumud Puru- 

m T wskar, H. J. S. Waldeck, G. F. Walker, Rajinder Kumar Wats, 
R. W. W rg 


BIRTHS, MARRIAGES AND DEATHS 
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Royal College of Physicians of Edinburgh 
The office-bearers of the college for the coming year are: 
President, Dr. A. Rae Gilchrist; vice-president, Dr. J. D. S$ 
Cameron; members of council, Dr. I. G. W. Hill, Dr. J. G. M. 
Hamilton, Dr. J. Halliday Croom, Dr. T. Anderson, Dr. J. Laurie; 
treasurer, Dr. J. Alastair Bruce; secretary and registrar, Dr. R. F. 
Robertson ; hon. librarian, Dr. John Ritchie. 


British Association of Otolaryngologists 

The following have been elected officers of this association 
for 1958-59: 

President, Mr. C. Gill-Carey; immediate past president, Mr. I 
Simson Hall; vice-president, Mr. R. R. Simpson; hon. treasurer, 
Mr. J. C. Hogg; hon. secretary, Mr. Myles L. Formby. 


British Association of Plastic Surgeons 

The following officers have been elected for 1959: 

President, Mr. Rainsford Mowlem; immediate past president, 
Mr. J. S. Tough; hon. treasurer, Mr. R. P. Osborne; hon. editor, 
Mr. A. B. Wallace; members of council, Mr. T. Gibson, Mr. P. H. 
Jayes, Prof. T. Pomfret Kilner, Air Commodore G. H. Morley, Mr 
E. W. Peet, Mr. Mortimer Shaw, Dr. Stuart Gordon (overseas 
representative); hon. secretary, Mr. C. R. McLgughlin. 


Empire Rheumatism Council 

The Council has awarded the following fellowships: 
fellowship to Dr. J. Thomas (Low Temperature 
Cambridge); a Geigy travelling fellowship to 
Royal Free Hospital); a Wyeth fellowship in 
King’s College Hospital Medical 


A research 
Research Station, 
Dr. Evelyn Hess 
pharmacology to Dr. V. Moses 
School). 


International Congress of Pediatrics 

This congress will be held in Montreal from July 19 to 25. 
Further particulars may be had from the hon. secretary of the 
British Paediatric Association, co Institute of Child Health, 
Great Ormond Street, London, W.C.1. 


Chemists’ Federation 

At a special meeting on Dec. 12 it was resolved to dissolve 
the Federation on Dec. 31. In October the Court of Restrictive 
Practices found that restrictions imposed by the Federation, 
designed to confine the distribution of medical preparations to 
chemists’ shops, were “contrary to the public interest” 
Lancet, Nov. 22, 1958, p. 1117). 


Mr. B. W. Rycroft has been elected an honorary member of the 
New Zealand, Australian, and South African ophthalmological 


societies, 


Help for the Handicapped.—A booklet under this title discusses the 
place of voluntary service in work for the handicapped. It has been 
compiled by Dr. J. H. Nicholson, formerly vice-chancellor of the 
University of Hull, who has been helped by an advisory committee 
which included members appointed by the Central Council for the 
Care of Cripples and the National Council of Social Service. Copies 
6d.) may be had from the National Council (26, Bedford Square, 


i 


London, l 


Appointments 


Asuurst, Hazet M., M.B. Manc., 
Manchester 

BATTEN, J. C., M.D. Lond., M.R.C.P.: part-time assistant physician 
tant), Brompton Hospital, London 

Emerson, P. A., M.D. Cantab., M.R.C.P.: consultant physician, chest clinic, 
Westminster Hospital teaching group, London 

Perera, P. F. A., M.8. Madras, D.P.H.: assistant divisional M.O., Bolton area 


D.C.H.: M.©., school health service, 


consul- 


Births, Marriages, and Deaths 


BIRTHS 


BRENNAN.—On Dec. 1, in the Christian Medical College Hospital, Ludhiana, 


to Joyce Brennan, M.B., wife of John Brennan, M.D.—a daughter 
Jennifer Anne 


ill ams, D Chee Peng Yex 
L.M., L.Ch., L.A.O.—M. A. Lewis 
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When seasons change 


CONTROL COUGHS 


WITH 


*Phensedyl’ brand promethazine cough linctus 
is indicated for the relief of post-influenzal 
cough, or where there is bronchospasm. It is 


also valuable in asthmatic cough, the cough of 


BY 


MANUPACTORED 


MAY & BAKER LTD 


An MAB brand Medical Product 


bronchitis and the spasm of whooping-cough. 
Detailed information available on request. 


SUPPLIES 

Containers of 4 fl. oz. (Each fluid drachm (3.6 c.c.) 
contains: Promethazine Hydrochloride B.P. 3.6 ml. 
Codeine Phosphate B.P. 9 mg. Ephedrine Hydrochloride 


B.P. 7.2 mg.) 
MA 5617 


DISTRIBUTORS: PHARMACEUTICAL 


& BAKER LTD DAGENHAM 


(MAY 


SPECIALITIES 
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New manufacturing technique brings 
significant increase* 
in initial acid adsorption 


INTRODUCING DROXALIN- GEL 


Rapid adsorption of gastric hydrochloric acid Using the well established Droxalin formu- 
lation a new and exclusive manufacturing 
technique has produced in DROXALIN GEL 
an antacid possessing this significant increase 
% In two minutes a single teaspoonful (3.5 mls.) in initial acid adsorption. aa apes of 
of DROXALIN GEL will neutralise 50 mis. of 
therapy and hyperacidity will be readily 
N/10 HCI. This is several times the speed of recognised. The palatability of Droxalin 
acid adsorbents prepared by usual methods. Tablets is achieved. 


is accepted as the most effective method of 
obtaining relief in peptic ulcer pain. 


ACID ADSORBENT 
Droxalin palatability in liquid form 


ACTIVE INGREDIENTS DOSAGE PACKS AND PRICE 
Each teaspoonful (3.5 mis.) contains 60 grains 
DROXALIN GEL is available in 8 oz. and 80 oz. 
Aluminium Hydroxide Gel B.P. (equivalent to One or two teaspoonfuls one half-hour after 
bottles. Prescribable on E.C.10. Basic N.H.S. 
5 grains Dried Aluminium Hydroxide Gel B.P.) meals. Repeat as necessary cost. 1/10d per 60z. bottle 
and 5 grains Magnesium Trisilicate B.P ; 


CLINICAL TRIAL SAMPLES ON REQUEST TO :— SCOTT & TURNER LTD. NEWCASTLE UPON TYNE 
20 
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His Allergy!” 


Effervescent 


Sandosten 


SANDOZ 


anti-allergic, anti-pruritic 


BY 


25 mg. thenalidine tartrate 
0.579 g. calcium lactate 
0.794 g. calcium gluconate 


The effervescent anti-allergic drink 


Samples upon request 


s 


Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should always be 
administered concurrently 

It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient 

Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 

@ Aluzyme is not advertised to the public and may 

he prescribed on form E.C.10. | 


ALLUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 


| 
| 
Have you had your free copy of “The Therapeutic and Nutritional 

Value of Brewers’ Yeast"? 


Professional Samples and Prices on request from 


ALUZYME PRODUCTS 
PARK ROYAL, LONDON, N.W.10. 


AUTOMATIC 
INJECTOR 


Most routine injections are 
included in the ‘Ampin' 
range and meet all 


official requirements 
for hospital 
No wasted time 
No syringe needed 
No separate needle 
No solution to prepare | 
Nothing to assemble - - - 
Nothing to sterilise - - - - - - } 


IDEAL ror tue G.P.— 
AMPINS oF ERGOMETRINE | 
| 


or general 
practice 


QUICK, SURE AND SAFE 
EVEN UNDER THE WORST CONDITIONS 
Obtainable from Chemists 


A PRODUCT OF 
CuxSon, , 


OLDBURY BIRMINGHAM 


Phone: BROadwell 1355 


How 
Heinz Baby Foods 
simplify 
mixed feeding 


The days are gone when mixed feeding involved 
mother in hours of work, sieving and straining 
meat and vegetables for her baby’s dinner. 

To-day, she finds it much more simple and plea- 
sant—when you recommend Heinz Baby Foods as 
soon as baby is 11 or 12 weeks old. Baby takes his 
food more readily from a calm and relaxed mother, 
and this should result in happy, contented meal- 
times that both mother and baby enjoy. And, with 
the 25 varieties of Heinz Baby Foods, a mother can 
give her baby the very best fruits, vegetables and 
meats all the year round. 

All the ingredients used by Heinz are carefully 
selected, prepared in scrupulously hygienic con- 
ditions, and specially cooked to retain the maxi- 
mum nutritional value. Accustoming baby as early 
as possible to this wide range of foods, trains grow- 
ing appetites along healthy lirfes. 


Further information about Heinz Baby He 

Foods will be gladly sent on request. |" 
Please write to: H.J. Heinz Company Quam 
Limited, Harlesden. London N.W.10 Proouc rs 
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“GHIRON” NOGTURNAL ENURESIS ALARM 
WITH BONDED FOILS (PATENT No. 772452) 
* 
Detailed 
Circular 
on 
Request 
* 
> 
DOWN BROS. and MAYER & PHELPS LTD. 
CHURCH PATH, MITCHAM, SURREY - Tel. MiTcham 6291 
Showrooms and Branches: 
32-34, NEW CAVENDISH STREET, 21 ST. THOMAS STREET, 70, GRENVILLE STREET 
LONDON, W.1 Tel. WELbeck 3764 LONDON, S.E.1. Tel. HOP 4141 TORONTO, CANADA Tel. WALnut 1-8737 
Is your surgery light up to date ? 
J 
As a busy practitioner you’ll need Angle- patient can be examined rapidly and 
poise adjustable lamps for your desk and closely from head to toe. Both models need 
examination couch. Ata finger touch they only a 25 or 40 watt bulb, Write today for 


throw a concentrated light from any angle Booklet 52. 

— where it stayy— until a finger touch TERRY 

“moves it 

The desk model (1227) is a wonderful © 

help in clerical work — reading, writing, 

filing, etc., and the wall model (120gA) is 
p Regd. 

LA 


the ideal case-examination light. The 


Sole Makers: HERBERT TERRY & SONS LTD +. REDDITCH - WORCS Pot. all countries Ta66 
23 
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THE LANCET 


VITAMINS LIMITED ANNUAL GENERAL REPORT 


‘**Pharmaceutical Industry responsible for 
only 1/103d in the £ of increased N.H.S. costs” 


T THE Annual General Meeting of Vitamins Ltd., 
held recently in London, Mr. H. C. H. Graves, 
Chairman, said that net profit for the year, after 

providing for pension and tax allocations, was up from 
£90,409 to £146,161. Ordinary dividend was increased 
from 174% to 20° 

Mr. Graves said in 1955 he had stated that the Company 
had shots in the locker with fuses timed to go off in 1957, 
1958 and even later. This was still true 

The most important project they had in hand appeared, 
at the moment, to be assured of a market and the question 
was the production of “pay” quantities quickly. If this 
could be done the project could be largely self-financing, 
but they were often hampered by what seemed to be 
inordinate time lags in the delivery of machinery 

Competition in their established lines continued severe 
and while they had the technical resources to meet and to 
excel all competition on grounds of quality and, he hoped 
of price, it would require the most determined ef 
their hard-working and devoted staff, to maintain and 
improve the striking position gained over the past few 
years. They hoped to do it and to make further progress 


orts of 


A month or so ago said Mr. Graves, the Ministry of 


Health's Annual Report for 1957 had shown an increase 
of £50 million in N.H.S. costs in one year, or £301 million 
increase since 1948. What were these increases mainly due 
to? It was safe to say that if this question were asked as a 


VITAMINS FROM 


general knowledge test 99 per cent. of the general public 
and many leaders of opinion would give the wrong answer. 

The correct answer was that £202 millions were due to 
increases in hospital costs (for salaries, fuel, provisions, 
bedding, etc.). Only £28 million of the nine-year increase 
went to drug manufacturers for drugs which—among 
other things—had saved the lives of several millions of 
people in this country alone since the N.HLS. started. 

To put the matter in another way, of every £ of increased 
costs, the drug manufacturer had had 1/104d. In their 
eagerness to assail him for the 1/10}d. (for which he had 
given amazing value in life-saving drugs as in many other 
ways) the critics forgot the other 18/14d. 

The role of the Company’s product, Bemax, as the best- 
known vitamin-mineral-protein food in the world, con- 
tinued to be appreciated and understood by doctors and 
dietitians, by nurses and mothers as it had been for the 
past thirty years. If, like some regimes, Bemax were un- 
pleasant and not easy of acceptance, he could understand 
there being abstainers from its use. On the contrary, 
Bemax with milk or fruit juice, in soup or sprinkled on 
cereal foods was so delicious and added such zest to life 
that he really found it incredible that anyone who had the 
opportunity should fail to give it a trial, and still more 
incredible to think anyone, these days, could be found to 
deny their children its benefits and the protection 
which it afforded. The report and accounts were adopted. 


@ MINS LIMITED 


UPPER MALL, LONDON, W.6 
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Annual Subscription from £1 17s. 6d. 


H. K. LEWIS & Co. Ltd. 


TEXTBOOKS AND WORKS IN MEDICINE, SURGERY AND ALLIED SCIENCES OF ALL PUBLISHERS 
Catalogues sent on request. 


FOREIGN BOOKS: Continental and American books obtained to order. 
SECOND-HAND BOOKS: A constantly changing large stock of Medical and Scientific Literature available. 


MEDICAL AND SCIENTIFIC LENDING LIBRARY 


CHRISTMAS HOLIDAYS 1958 
ALL DEPARTMENTS WILL BE CLOSED December 25th-28th. 


K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.1. 


MEDICAL PUBLISHERS 


AND BOOKSELLERS 


Please state interests. 


Prospectus on application 


RE-OPEN December 29th. 
Phone: EUSton 4282 


In beautiful 


the perfect small hotel 


Have the best of all the enchanting worlds that make up lovely Bermuda 


luncheon and dinner at any of the 
excellent restaurants all around 
Shorten your winter; spend 
November, or December, or both, 
or longer, at Rosedon! 


courses, fine tennis courts and 

the lovely beaches of the 

South Shore, Rosedon also has 

its own swimming-pool in 
tropical gardens | 


Built as a private home, Rosedon | And in winter the whole hotel 
retains all the quiet charm of | s centrally heated for perfect 
@ spacious country estate; yet | mfort 
it is only five minutes walk | Rosedon is perated on the 
from gay. busy Hamilton. Within | Bermuda Plan that is, room, 
easy reach of three golf breakfast and afternoon tea; 
| 


Ask your Travel Agent, or get in touch with 


Gerald Brown & Co., 70°72 Jermyn St., London, W.1. Tel: WHitehali 4702/3 


THE LANCET 


Annual Subscription: £3 3 0 per annum 
Special reduced rates to Medical Students and Doctors 
within 1 year of qualificaticn. 


ARTHINGTON, TORQUAY 


PRIVATE NURSING HOMES for Nervous Disorders, 

established over thirty years. All modern treatments. Houses 

for acute, chronic and convalescent patients entirely separate. 
Apply Bursar for terms and brochure. 


Third Edition. Completely revised. Pp. xii+1580. 
1594 illustrations (11 coloured plates). 
£8 10s. net. 


ABDOMINAL OPERATIONS 


By RODNEY MAINGOT, F.R.c:s. 
Surgeon, Royal Free Hospital, London. 
W sth contributions by 24 British and American A uthorsties. 
far and the best book on abdominal 
operations.” British Journal of Surgery. 


the most authoritative and comprehensive book 
—Postgraduate Medical Journal. 


away 


we possess .. 


LONDON: H. K. LEWIS & Co. Ltd. 
136, GOWER STREET, W.C.1. 


QUIEN 


Non Allergic 
BEAUTY PRODUCTS 


« THE SAFETY FACTOR IN 
EVERY DAY MAKE-UP 

Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE RECOMMENDED 
BY THE MEDICAL PROFESSION. 
Obtainable from John Bell & Croyden, 
50 Wigmore Street, W.1, and 
other chemists. 

Write for Price List to:— 
BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit St., London, W.C.1 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone: Norwich 20080 


WYKE HOUSE HOSPITAL 
ISLEWORTH, MIDDLESEX 
Telephone: EALing 7000 
A private home for the individual treatment of all forms of 
nervous «nd mental illness, including alcoholism. 
H. PULLAR-STRECKER, M.D. G. W. SMITH, 0.B.E., M.B., CH.B. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. 


Beautiful garden and own dairy in 35 acres 
Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 
25 
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ST. ANDREW’S HOSPITAL 


NORTHAMPTON 


PRESIDENT : THe EARL SPENCER 
MEDICAL SUPERINTENDENT THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M 


s Kegistered Hospital is situated j 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
. “ to preven ent attacks of mental trouble temporary patients, und certified patients 
sexes are received for eat nt. Carefu | ul, biochemical, bacteriological, and pathological examinations. Private 
with special nurses, le or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 
WANTAGE HOUSE rhis is a Reception Hosy n detached grounds with a separate entrance, to which patients can be 
tted It is equipped wit ll the pparatus for the complete investigation and treatment of Mental and Nervous Disorders by 
st rn ins 1 treatme is uVallable for suitable cases. It also contains Laboratories for biochemical. 
I researc! Psychotherapeutic treatment is employed when indicated 


MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 
i f f ¢ cres \ 


retubles are supplied to the Hospital from the farm, gardens, and orchards of 


! lilk eat, fruit, and veg 
Moult« Park. Occu t tl therapy is «a feature of this branch, and patients are given every facility for eccupying themselves in 
! 4 role x f ut xz 
BRYN-Y-NEUADD HALL e seaside home of St. Andrew's Hospital is beautifully situated in a park of 330 acres, at 
Lianfairfect midst the f sts ‘ in North Wales. On the North-West side of the Estate a mile of sea coast forms the 
OU Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 
use the seashore There is trout-fishing in the park 
k terms 1 rp iculars apply te the Medical Superintendent (TELEPHON? Northampton 4354 (3 lines)), who can be 
seen in Londor ippointment 


THE MEDICAL PROTECTION SOCIETY uimirep 


Over 60 years’ experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


Vacancies 


ACADEMIC AND EDUCATIONAL Stafford Staffordshire Gen Infy. | Mildmay Miss on, Pre-reg. H.O 
SECTION 28 Jr. H.M.O ‘9 | Queen Mary's Hosp. for the East End. 
St. Helens & Dist. H.M.C. Sr. H.O | HO 
an ICS a | Sutton & Chear H.O 40 | Royal Masoni W.6 Reg 
| | int Somerset. Jr. H.M.O 40 St. Andrew's, E.3. H.o 
| | Wigan & Leigh H.M.C. Sr. H.O $1 | St. Mary's, W.2. Sr. H.O 
West London, W.6. Sr. H.O \1 | CHEST AND TUBERCULOSIS : 
H.M Nor Mi ep. & Edmonton ht M 
HO H.B. Sr. H.M.O | Ashton, & Glossop H.M.C. H.O. 
- Aylesbury Koyal Bucks & Assoc 
i ge & HO tif? =r, H.O 33 
) Infy. Sr | Ma Sr. H.O 26 | Hosps. M4 
H =r. H.M.O 29 North Devon Infy. Pre 
HO | South West Met. R.H.B. Sr. H.M.O 29 
Reg | Wakefield. Pinderfields Gen. Sr. H.O. 40 Bishop Auckiand. Gen. H.O 
| DENTAL SURGERY Bishop AuckJond. Gen. Sr. H.O. 
Kett Ger =r. HO | Hosp. for Sick Child... W.C.1. Reg ‘1 Christchurch. Pre 
Pir : 9 | H.B. P-t. Cor », | Bournemouth. Royal Victoria. H.O.'s 
Micd-Ke H.M.« 6 Sout West Met. R.H.B. P.-t. Cons 29 HO 
‘ at le 4 
HO 47 | EAR, NOSE, AND THROAT Canterbury. Kent & Canterbury. Sr. 
\ ton. M <r. H.O 4 | South East Met. R.H.B. P-t. Cons 29 HO. 
Reg South West Met. R.H.B. P.-t. Cons 29 | Cheltenham Group H.M.c. 
| ‘ ith G HM. ir. H.O »x | Bradford. Royal Eye & Ear. Sr. H.O 32 | Chesterfield Royal. H.O. 
ith G Lo Bury & Rossendale H.M.( Locum Chester-le-Street. Gen. H.O.'s 
Ir. 2 | Chichester. St. Richard's. Reg 
wl - Royal Salop Inf & Canterbur Kent & Canterbury sr. Chichester. St. Richard's. Sr. H.O 
<r. H.O ) H.O $3 | Colchester Group H.M.¢ Sr. H.O 
~ M R.H.B. Reg | fax |} Inf HO 34 | Colwyn Bay & West Denbighshire 
Stoke Sort Staffs Leicester il Infy. Sr. H.O $6 Jr. H.M.LO. 
Inf = Hoo ww Mancheste W ythenshawe sr. HO 36 | Derby Derbyshire Royal Infy. Pre 
Warrington Infs sr. H.O | Nott H.O 37 reg. H.O. or Sr. H.O 
Oxford R.H.B. Locum Reg 37 Dudley, Stourbridge & Dist. Pre-reg 
CASUALTY Taunton & Somerset. H.O H.0.'s 
~W.12 sr. ¢ Tunbridge Wells, Kent & Sussex. Durham. Dryburn. H.O 
oft 29 H.O. or Locum 40 | Epsom Dist Pre-reg. H.O 
\ ! W.6. Sr. H.O }1] | Channel Islands Jersey Gen P.-t. Epsom Dist. H.O 
t Child Visiting Surgeon 29 | Halifax Royal Infy HO 
Iiferd. King George. Pre-reg. H.O 
ry Hor (rer GENITOURINARY Isleworth West Middlesex Pre-reg 
Brig Reo ~ sex ¢ H.O Leeds United Hosps Pre-reg. H.O H.O 
Brighton. RB sussex County or Sr. H.O. 45 | Kidderminster & Dist. Gen. Pre-reg. 
H.M.O | GERIATRICS Ho 
( tleford, Nort 1 & Dist “1 St rancis, §.b.22. Sr. H.O 30 | Maidstone West Kent Gen. Pre-reg 
Hf Birmingham Summerfield Ir H.O 
it Inf Jr. H.M.0 32 | Mid-Glamorgan H.M.« H.0.'s 
ester Group H.M.C. Sr. H.O | Bradford A & BH.M.C.'s. Jr. H.O 32 | Norwich. United Norwich Hosps. Pre 
Edgware Ge Ir. H.M.O | HAMATOLOGY reg. H.O 
Hertf if nt Sr. H.O r Loeur 4 Nort} London Blood Transfusion Nottingham Geng Pre-reg. H.O.'s 
Le net Warneford Ger Centre Ir. 30 | Plymouth. South Devon & East Corn 
“r. H.@ ‘ wall. Pre-reg. H.O.'s 
M iN Gen. Sr. INFECTION S DISEASES Portsmouth Group H.M.( Pre-reg. 
Norw Hos} Pre | Neasden, N.W.10. Sr 1.0 30 H.O.'s 
| Hudderstic ld, Mill Hill. Jr. H.M.O, 35 | port Talbot Gen. Sr. 
mi “r. H.O 7 wich. felen H.O 3° | Redhill. East Surrey. Locum H.O 
tr Sr. HO 47 ds R-H.B. Sr. Reg 4° Romford. Rush Green. H.O. 
Oxf Hosps. Reg./Research south. Seott Isolation. Sr. H.O. Salisbury Gen. H.O. 
A & H.O, 38 Scunthorpe. War Mem. Sr. H.O. or 
Prest Inf Locum Sr. H.O MEDICINE Pre-reg. H.O 
ter st. Kart Dreadnought Seatien’s, Pre Southampton Gen. H.O. 
Hw | reg. 30 Helens & Dist. H.M.C. H.O.'s 
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30 
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Stoke-on-Trent. City Gen. H.O. ‘9 | Queen Elizabeth Hosp. for Child. Sr. Chichester. St. Richard’s H.O.'s 34 
Stoke-on-Trent North Staffs Royal 0. 30 | Colchester Group H.M.C. H.O. 33 
H 40 | Bradford Children’s. Sr. H.O. 32 | Derby. Derbyshire Royal Infy. Pre- 
vis re-reg. H.O 40 | Hull A Group H.M. 35 reg. H.O. or Sr. H. ‘ 34 
on & Some rset. Pre-reg. H.O 40 | Kettering Gen. Sr. H.O 35 | Dorking Gen. Sr. H.¢ 34 
sheffielc ity Gen *re-reg. oF oO. 34 
Mow. reg. H.0. 39 | Driffield. Kast Riding Gen. Sr. H.O. 34 
: eston-super ure Gen. Pre reg. 1.0. 41 | Shrewsbury. Royal Salop Infy. Locum Dudley, Stourbridge & Dist. Pre-reg. 
Vindsor. King Edward VII. Pre-reg Sr. H.O. or H.O. 39 H.0.'s aa, 
11 Southampton Child's 39} Durham. Dryburn. H.O. 34 
Woking N ictoria. Sr. HO $1 | Stoke-on-Trent. City Gen. Sr. H.O Enfield. Chase Farm. Pre-reg. H.O.’s 34 
we hing ~ Se ; 41 & Pre-reg. H.O : 39 | Gt. Y armouth & Gorleston Gen. H.O.'s 
rexham. Maelor Gen. & War Mem. Wigan Royal Albert Edward Infy. or Sr. H.O.'s > 34 
H.O.'s $1 Sr. H.O. 41 | Hastings Royal East Sussex. Pre- 
NEUROLOGY Wrexham. Maelor Gen. H.O 41 reg. H.O. 34 
Wakefield. Pinderfields Gen. Sr. H.0. 40 | PATHOLOGY Hemel West Hate. 
aval Martha em empateac est Herts. Pre- 
NEUROSURGERY 30 | reg. H.O. 
ition osps. for Nervous Diseases Beverley Westwood. Sr oO Hertford ¢ ounty. Pre-reg. 34/35 
, Birmingham t nited Hosp ‘sr H.O 42 Hounslow. Locum Reg. 
t Bartholome w's, E.C.1. Reg. or Sr le H Me. HO 39 Huddersfield Royal Infy. H.O. 35 
Bristol. Coxsham & I Chester & Dist. H.M.C. Sr. H.0. 33 | Lpswich & East Suffolk. Pre-reg. H.O. 35 
ris Goss wm & Frenchay H.M.C. | Hemel Hempstead. St & Dist. Gen. Pre-reg. H.O. 35 
32 idderminster & Dist. Gen. Pre-reg. 
Newcastle Gen. Sr. 36 H.O. . 35 
OBSTETRICS AND GYN&COLOGY Manchester R.H.B. Sr M. 0. 50 | Gen. Se. 1.0. 
Highlands Gen. 21. H.C 30 | Nottingham City. Sr. ‘i. 37 Lincoln County. H.0.'s +4 
Hosp. of St. John & St. Elizabeth, Preston & Chorley H.M.C. Reg 33 | Macclesfield. Pre-reg. HO. > Teas 
Middlesex, W.1., & North West Met Scotland. Western R.H.B. Sr. | 
R.H.B. Sr. Reg 30°) Wine ; | Manchester eg. 
Queen ‘Charlotte’ & Cheleea’ Hoops Roy: i Mai inc r. Victoria Mem. Jewish. 
Locum P.-t. Sr. Reg. 30 ‘ O 36 
site H.O 4) | PHYSICAL MEDICINE Mai anchester. West Manchester ‘HM.C. 
Ashton, Hyde & Glossop H.M. Sutton & Cheam. P.-t. Clin. Asst. Sr. H.O. 36 
Sr. H.O nd H.O ° 31 (G.P.) 40 ee sbrough “ n Sr. H. oO. 36 
Baty. iO. PLASTIC SURGERY Middlesbrough. North Ormesby. H.O. 36 
Geevente Mate. 11.0. 39 Welsh R.H.B. Regs: 41 Mid Glamorgan H.M.C. H.O.'s 36 
Birmingham United Hosps. H.O 31 | PSYCHIATRY Newbury Dist. Sr. H.O. 37 
Carluke, Lanarkshire. Law. H.O. 33 | North East Met. R.H.B. P.-t. Cons. 29 | NEWton Abbot, Devon. Sr. H.0. | .. | 36 
Colchester Group H.M.C. Locum Reg | Wi St. H.O. 39 nited Norwic h Pre- 
Doneaster Royal Infy. & Wester Hos reg 37 
Epsom Dist. Pre-reg. H.O 34 | Leeds R.H.B. Sr. Reg... 35 | Nottingham City. Pre-reg. H.0./Sr 
Huddersfield Royal Inf re-re osps 35 
Mid-Glamorgan H.M.C. H.0."s 36 |. North East Met. R.H.B. P.t. sr. Gen. Sr. 
Norwich. United Norwich Hosps. Sr H.M.¢ H.0. 
H.O. & Pre-reg. H.O. 37 | Welsh ie. H.B. Locum Sr. H.M.O.’s | 29/30 Plymouth. South De von & East Corn- 
Nottingham. Firs Maternity. Sr.H.O. 37 | Wigan & Leigh H.M.C. Reg. 41 
Portsmouth Group H.M.A sr. H.O. 38 | RADIOLOGY Loom 
Romford. Oldchureh. Sr.H.O. 48 toyal Free, W.C. Sr. Reg... 30 | Portsmouth Group H.M.C. 
Romford. Rush Green. H.O... 38 University ¢ ees ‘Hosp & Hosp. for Pre-reg. Oo. ae 
Rustington, Sussex. Zachary Merton Sick Child., W.C.1. Sr. Reg. 31 | Port Talbot Gen. Sr. H.0. 38 
Matr. HO. ; ag | Edgware Gen. Locum sr. Reg 34 | Rochdale & Dist. H.M.C. H. oO. 38 
Scotland. Western R.H.B. Reg 39 | Manchester R.H.B.  P-t. Cons. 20 | Rochdale & Dist. HIM.C: Sr. H.0. 
Shrewsbury toyal Salop Infy | Welsh R.H.B. Cons. 29 | Romford. Rush Green. H.O. 
Copthorne. Sr. H.O. ag | Welsh R.H.B. Cons. 30 | Shoreham-by-Sea. Southlands. H.O. 39 
Southampton Gen. Pre-reg. H.O 49 U.S.A. Veterans Admin. Hosp., Iowa. Shoreham-by-Sea. Southlands. Locum 
St. Leonafds-on-Sea. Buchanan. Sr. H.0 ‘ 41 
 g9 RADIOTHE RAPY Southampton Gen. H.O. 39 
Stirling & ( lackmannan Hosps. B.o M. toyal Marsden, S.W.3. P.-t. Cons | 
39 | Sheffield No. 4 HLM H.O . Staffordshire Gen. Pre- 
windon & Dist H.M.C. H.O. Princeas Margaret | reg 39 
Taplow anadian Red Mem wd . Margaret Hosp., Helen’s & Dist. H.M.C. H.0.’s 39 
Reg. & Locum Reg. il Stirling & Clackmann: an Hosps. 
Wrexham Trevalyn Manor Maty. RHEUMATOLOGY B.o.M. _ Pre- reg. H.O, 39 
H.O : 4, | Buxton. Devonshire Royal. H.O... 33 | Stoke-on-Trent. North Staffords hire 
Royal Infy. Pre-reg. H.¢ 39 
North East Met. R.H.B. P.-t. Cons... 29 | Locum Sr. Reg. 30 | swindon & Dist. H.M.C. Pre-reg. 40 
Birmingham R.H.B. Locum Sr. Reg. 32 Mild M 2. Taunton & Somerset, Pre-reg. H.O. 40 
Carmarthen, West Wales Gen. Jr. ary re-reg. H.O. 30 Walsall H.M.C. H.O.’s 
H.M.O 33 | ¢ Cons. “8 | Whitehaven, amberiand. Pre-reg. 
Leeds R Jueen Mary's Hosp. the East End, O. ors 
is R.H.B. P.-t. Cons. 29 30 H.O. or Sr. 
fanchester United Hosps. Reg. 46 Wigan. Royal. Albert Edward Infy. 
Nottingham Eye. Sg H.O. mands Fre-seg. #0. 
eonard 
sham, S.E.13. Sr. H.O. : + Pre- 1.0. 41 
North West Met. R.H.B. Cons. 28 | Aberystwyth. Gen. Pre-reg. H.0. 31 Wolv rhi mpton Royal 
Burton-on-Trent Gen. Pre-reg. H.O, 33 A¥lesbury. Royal Bucks & Assoc. Worse 
Ipswich & East Suffolk. Sr 35 | Beverley. Westwood. Sr. H.O.’s or 
Middlesbrough Gen. Sr. H. 36 1.0." 31 SU 
Norwich. United Norwich Hos Sr Birmingham Accident. H.O.'s ROERY 32 
B R.H.B. Loe Bradford Royal Infy. Sr. H.O. 32 
Oxford R.H.B. Reg : * 7 | Bishop Auckland. Gen. Sr. H.O. 32 UROLOGY 
Portsmouth Group H.M.C. Sr. Christchurch. Pre- reg. Leeds United Hosps. Reg. 35 
os 29 Brighton. Sussex H.0.'s 32 | puBLIC APPOINTMENTS 41 
rke-« orth affordshire i 
Royal Infy. Sr. H.O. 39 Pre-reg. H.O. oe 32 | NON-MEDICAL 42 
Tilbury & Riverside Gen. (Orsett Burnley & Dist. H.M.C. H.0.’s 
Branch). H.O 10 Burton: -on-Trent Gen. Pre-reg. MISCELLANEOUS 42 
Welsh R.H.B. Locum Cons. 29 33 
Wigan toyal Albert Edward Infy. Bury & “Rossendale H.M.C. Reg. 32 
Sr. H.O 40 | Caerphilly Dist. H.O. A 33 The Terms end Conditions of Service of 
Wrexham. War Mem. Sr. H.O. 41 H. M. Cc. 33 | Hospital Medical and Dental Staff apply to 
Chertsey. St. Peter’s Pre- H.0. 33 | all N.H.S. hospital posts we advertise, unless 
Chesterfield Royal. H.O. 33 | otherwise stated. Canvassing disqualifies, but 
Sic k Child., W Reg. 31 Chester-le-Street. Gen. Sr. .. 33 | candidates may normally visit the hospital 
osp. for Sick Child., 1. 1.0. 31 | Chichester. Royal West Sussex. H.O. 33 by appointment. 


27 


THE LANCET ADVERTISERS’ ANNOUNCEMENTS 20 1 DECEMBER 1958 


‘Asademie and Educational THE LONDON HOSPITAL MEDICAL COLLEGE 
UNIVERSITY OF LONDON) 
INSTITUTE OF ORTHOPEDICS 


ROYAL NATIONAL ORTHOP-EDIC HOSPITAI THE HUTCHINSON PRIZE-—2 OF VALUE £60 BACH 
234. Great Portland-street, London. W.1 Phe subjects for the Prize I \ < ion to Clinical 
surwer Cont it n te lini ne Candi 
PROVISIONAL t MMI dates, wt must vo oe indergradt idents of The 
\ RSE OF LECTURES on Disorde f Jo vill be given | Lendon Hospital, are eligible up to t xpirat of 10 years 
Lecture | m on FRIDAYS from 6 P.M. to 7 P.M. on the from the date of commencement of clinical studies, exeluding 
f wing dates in compulsory national service and the period of 
9th Jan Infective Arthritis Mr. H. J. BuRROWws house ppointment The Dissertation 
1étt rubercnulous Disease of Mr. J. A. CHOLMELEY secretary, The London Hospital Medical College, 
the Collewe not later than Pe on 3ist July 
Cher \ of Synovial..Dr. P. G. WaLket 
ulars may be obtained from the Secretary, The 
6th Feb Rheur i Arthritis Dr. I NASSIM il Medical ¢ Hegre lurner-street, E 
th Dislocations (Traumatic Mr. J. N. WuLson THE LONDON HOSPITAL re COLLEGE 
Congenital Dislocation of Mr. Lb. TREVOR UNIVERSITY OF LOND 
e Hi; 
2 Pat Dis H THE LIDDLE TRIPNNIA PRIZE 
‘ Mar ‘ x Joint Inf Dr. ©. H Under the Wil of the late rv. John Liddle, the Council of 
l \ s iA M K. I (iovernor f The London Hospital Medical College offer a Prize 
I to the value of £200 for the best Essay « Mechanisms Involved 
» Int ID we t f..Mr. A. 7 n Disturbance f Fluid Balance “, which must be submitted on 
Knee bo Jul 1961 
The fee for the fu irse will be 3 guineas, or for a single The conditions for this Prize may be obtained on application 
re 7s. 6d the Dear H. MAY, M.D., Dean 
rickets be obt d DI ition to t Dea t 234 The Lond Hospital Med 1 College 
it st Purner-street, E.1 
UNIVERSITY OF LONDON | THE RESEARCH INSTITUTE, THE HOSPITAL FOR 
NSTIT OBSTET! AND SICK CHILDREN, TORONTO, CANADA RESEARCH FELLOW 
poratina he teaching -f ities of Queen Charlotte's SHIPS. Beginning Ist July, 1959, vacancies are available in the 
Mate t Hospital, Chelsea Hospita for Wome ’ the wener fleld f surgery, bacteriology, virology, metabolism of 
Department of Obstetrics i Gynecology at Hammersmith | bone, enzymology, immunolog und nical {nvestigation init 
Hospital | Applications invited fr ed graduat Male « 
| with some interest in pediatric Lo start Ist July, 1959; salary 
Ay tions are invited from graduates wit! registrable | 34800, live out 
enro en r the SPRING TERM 2ND MARCH Appleations, with names and addresses of 2 referees, to be 
Graduat ttend each the tit sent airn lto Director of Research Institute, The Hospital for 
il work, and attend lectures anecial sick Children. Toront 
trations at a } hospitals Enrolment fee 4 tion UNIVERSITY COLLEGE OF THE y+, INDIES. 
es t API licat ire invite for (a) SENIOR LECTURESHIP or 
ractit rs Ww further experience bsetetrics hURESHIP ANATOMY fr with 
{ t t se at Queen Charlotte's | registrable medical qualifications. Dut by Ist 
M i 2-4 week ‘ be 1959, include lecturing insist 
i ‘ ince it ‘ au f Histolog working for 
ed wre f Le ion Universit 
ute M fit le £2500 £1200 entry 
ig practi wer ling ! l point detert i by qualificati nd illow 
2 week net F.S.S.1 Unfurnished accommodation at rent 5 basi 
4 URS f t prepal M.D nd vlary P ges for up te persons ppointment, normal 
M if TH i 4 ter nati trier udy le 
Hoste ‘ t odatior iv ble it Queen Charlotte leetailed application 1} copies), naming 3 referees, by 26th 
Hospit nd at H ersmith Hospita January 1959, to Secretary, Senate Committee on Collewes 
t t be mbtained fror the Secretary Overseas =pecial Relation, University of London, Senate 
Institute of Obstet: ind Gynecology, Chelsea Hospital for don, W.C.1, from whom further particulars may be 
Women. Dovehouse-street, Londo =.W.3 obtained 
ROYAL MARSDEN HOSPITAL 
SYMPOSIUM ON RECENT ADVANCES IN CANCER 
HOSsPITAI MET Al RS ANT) SENIOR KREG 
Z3RD-24TH JANUAKY 
No charge will be made for this Course 
Friday, 23rd January, 1959 Gucat Lecturer: Dr. CUTHBERT DUKES 
10 A.M HEAD 
Mr. M. H. Hanmer, Mr. V. F. Ham for Mr. W. A. MILL). 2 P.M BLADDER 
Dr. M. LEDERMAN. Mr. BR. W ete Dr. H. J. G. Bloom, Prof. F. BO¥YLAND, Dr. N. F. C. GOowIna, 
2PM BREAS1 br. H. BE. M. Lay, Mr. D. M. WaALLacs 
i EN There will be time for discussion at the end of each subject 
Saturday, ‘24th January, sean Applications for tickets should be made to the Department 
10 ALM PELVI= of Clinical Studies, Royal Marsden Hospital, Fulham-road, 
M A. L. Mr. J. B. Dr. M. LepermMan London, 


FACULTY OF AN&STHETISTS OF THE 
ROYAL COLLEGE OF SURGEONS OF ENGLAND Hospital Services: Senior Appointments 


“ ROYAL MARSDEN HOSPITAL, Fulham-road, London, 


ROUGHS WELLCOMI FELLOWSHIP IN ANESTHESIA 
tenable at the I versit California Medical Center tions are invited for a post of CONSULTANT 
Angeles, for a per of 1 year from ‘Ist “eptember, 1959 value iu the I rapy. Department at the above Hospital. The post 
$4 is available inumediatetls und is for 3 sessions a week A member 
Further information may be obtained from R. 8. JoHNsoN of the Department is a candidate ‘ 
GILBERT M.A ~ et of Ansst! ts. Roval Application quoting age, education, experience, and giving 
r ; Englar Lincoln's elds. London the names of 3 referees, should reach the House Governor by 
tis he ter than S3ist December, 1958 


2nd February, 1959 NORTH WEST METROPOLITAN REGIONAL HOS- 
INSTITUTE OF BASIC MSSICAL SCIENCES PITAL BOARD 


ROYAI ILLEGE OF SURGEONS OF ENGLAND 1. CONSULTANT rRAUMATK AND ORTHOPAEDIC 
BRITISH POSTGRADUATE MEDICAL FEDERATI SURGEON, whole-timn or maximum sessions, Whittington 
NIVERSITY OF LONDON Hospital, London, N.19 (1054 Beds). Duties will include overall 
supery m of the Casualty Department, together with attend 
Apy tions are invited for the full-time st of LECTURER ances in the Friern Group of hospitals, New Southgate (approxi 
IN PHYSIOLOGY Phe snecessful candids will be expected to mately 2500 Beds for mental illness 
take } r the tena uv tivities of the Department Facilities Applicati before 19th January, 1959 


for researe rm i! the laboratories of the Department 2. CONSTI ANT GENERAL <LRGEON, whole-time or 
the B , ch Farm of the Roval maximum sessions, for 1 of 3 general surgical units at Whittington 

‘ f sur I within the University Hospital, London, N.19 (1054 Beds 

together Applications before 26th January, 1959 
bershiy e } amily allowances where CONSULTANT DERMATOLOGIST, 2 half-days a week, 
I rhe cor er g salar vill be determined by the Barnet General Hospital, Wellhouse-lane, Barnet, Herts (461 
i“ j leatior 1 exy er of the suecessful candidate Beds Dermatological beds will be shared with the present 

Ap tions (12 copies together with the n mes of 2 referees Consultant. 

should b t not later than 10th Jar 1959, to Mr. W. FI Applications before 28th January, 1959 
DAViS, Secretar Institute of Basic Medic il Sciences, Royal Hospitals may be visited by direct appointment. 
( 4 Surgeons of England, Lincoln's Inn Fields, W.C.2, from Application forms obtainable from and returnable to Secretary, 
' ther particulars may be obtained North West — Regional Hospital Board, 40, East 


er, 1958 W. F. Davis, Secretary. bourne-terrace, W. 
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NORTH EAST "METROPOLITAN REGIONAL HOS- 

PITAL BOARD. 

Tottenham Child Guidance Clinic, Lordship-lane, N.17 

Part-time CONSULTANT PSYCHIATRIST (new post) for 

sessions a week to act as Consultant-in-charge of clinic. 
Regional Eye Centre, North Middiesex Hospital, N.18 


Part-time CONSULTANT OPHTHALMIC SURGEON for 
{ sessions a week at new Regional Eye Centre at North Middlesex 
Hospital. Duties include 1 outpatient session at The Prince of 
Wales General Hospital, N.15. 

Applications (6 copies), stating post(s) concerned, and names 
of 3 referees, should reach the Secretary, North Kast Metro- 
politan Regional Hospital Board, 40, Eastbourne-terrace, Lon- 
don, W.2, by Saturday, 17th January, 1959 


SOUTH EAST METROPOLITAN REGIONAL HOS- 


PITAL BOARD. Applications are invited for an appointment as 
Part-time CONSULTANT GENERAL SURGEON for 9 notional 
half-days weekly in the Greenwich and Deptford and Lewisham 


Groups of hospitals. The successful candidate will be required 
to undertake 3 sessions weekly in the Greenwich and Deptford 
and 6 sessions in the Lewisham Group, and to reside 
within a reasonable distance of the hospitals concerned. Candi 
dates must have had a wide experience in general surgery and 
be Fellows of Royal College of Surgeons. The appointment 
ordance with the terms and conditions of service 
medical and dental staffY (England and Wales). 

iy visit the hospitals concerned, 


itions, stating nationality, age, sex, qualifications and 
experience, including details of present appointments and of war 
or national service, together with the names and addresses of 
$ referees, should be sent to the Secretary, Advisory Appoint 
ments Conmunittee, South East Metropolitan Regional Hospital 
Board, 40, Eastbourne-terrace, London, W.2, not later than 
January, 1959 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT MEDICAL 
DIRECTOR (Senio* Hospital Medical Officer grade) to the 
South West London Mass Radiography Service. The successful 
candidate will work under the Medical Director of the Unit and. 
will be based at the Western Hospital, Fulham, &.W.6. 
Applications by letter (5 copies), giving date of birth, qualifica- 
tions, experience, and names of 3 referees, to Secretary (3.1), 
South West Metropolitan Regional Hospital Board, 40, East 
bourne-terrace, W.2, by 17th January, 1959. Applicants may 


visit Centre by local arrangement. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 


PITAL BOARD requires Part-time CONSULTANT E.N.T. SUR- 
GEON (Female) (2 half-days per week) in the Lambeth Group for 
duties at the South London Hospital for Wamen, 8.W Sessions 
at present Tuesday and Friday mornings 

Applications by letter (5 copies), giving date of birth, qualifica- 
tions, experience, and names of 3 referees, to Secretary (8.1), 
South West Metropolitan Regional Hospital Board, 40, East- 
bourne-terrace, W.2, by 17th January, 1959. Applicants may 
visit Hospital by local arrangement. 


ST. JAMES’ HOSPITAL, Baiham, London, 8.W.12. Locum 
SENIOR CASUALTY OFFICER (Senior Hospital Medical 
Officer grade) required from 16th February to 10th May, 1959. 

Applications to Group Secretary at above address, giving full 
details, including and names of 2 referees. 


CHANNEL ISLANDS. JERSEY GENERAL HOSPITAL. 


(200 Beds.) Applications are invited for the post of VISITING 
E.N.T. SURGEON from practitioners holding F.R.C.S. or 
D.L.0. The post falls vacant on Ist January, 1959, and the 
salury is at the rate of £800 p.a. for 4 sessions weekly. The 
successful applicant will be required to be resident in the Island 
and a private practice is permitted, 

Applications to be submitted not later than 3rd January, 
1959, to the President, Public Health Committee, General 
Hos} vital, Jersey, 


BOARD 


MANCHESTER REGIONAL HOSPITAL 
RADIO- 


a) Additional maximum Part-time CONSULTANT 


LOGIST to the Burnley and District Hospital Centre, mainly 
at the Victoria Hospital, Burnley, but including duties at 
Burnley General and Reedyford Memorial Hospitals. Wide 


experience and higher qualifications essential; appointee to live 
in or near Burnley, 30th December, 1958. 

(hb) Whole-time, NON-RESIDENT ASSISTANT PATHO- 
LOGIST (Senior Hespital Medical Officer) for Ashton, Hyde and 
Glossop Hospital Centre, based on Ashton-under-Lyne General 
Hospital. Appointee will work under guidance of a Consultant 
and should have good experience in all branches of hospital 
pathology. 13th January, 1959. 

(©) Whole-time RESIDENT ASSISTANT CHEST 
PHYSICIAN (Senior Hospital Medical Officer), Nab Top Sana- 
torium (100 Beds), Marple, near Stockport. Self-contained flat 
ailable in detached house in hospital grouads. Appointee will 
assist at neighbouring chest clinics, but main duties will be 
Top, where he will be responsible to the Consultant Chest 
Physician for the clinical work and medical administration. 
Candidates should have good general experience and special 
training in tuberculosis. Sth January, 1959. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by the dates stated. 

LEEDS REGIONAL HOSPITAL BOARD. Consultant in 
Ophthalmology, Leeds and Otley (8 notional half-days per week ). 
Duties at hospitals in the Leeds A Group, outpatient facilities 
at the Leeds Public Dispensary and Hospital and inpatients at 
St. James's Hospital, Leeds. Higher qualification essential. 
Duties include 1 session per week at Otley General Hospital, 
consultative work in connection with the School Eye Service 
and relief duties at hospitals in the Harrogate and Ripon Group. 
The person appointed to reside in Leeds. 

qualifications, and details 
showing dates, with names and addresses 
Secretary, Park-parade, Harrogate, by 


Applications (12 copies), stating age, 
appomntione 
referees, 
January, 


of 
of 3 
20th 


nts held, 
to the 
1959. 


LANCASTER AND KENDAL HOSPITAL MANAGE- 


MENT COMMITTEE Locum CONSULTANT AN-ESTHETIST 
& sessions per week. Salary according to individual grading. 

Applications, with names of 2 referees, to Group Secretary. 
toyal Lancaster Infirmary, Lancaster 


NEWCASTLE REGIONAL HOSPITAL BOARD. Con- 


SULTANT ANAXSTHETIST whole-time for Sunderland Group 
of hospitals (358,000 population)—main hospitals: Sunderland 
General (641 Beds); Royal Infirmary (300 Beds): Ryhope 
General (282 Beds); Sunderland Orthopedic and Accident (120 
Beds). Experience in neurosurgical anssthesia would be an 
advantage. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 28 days. 


NORTH EAST METROPOLITAN REGIONAL HOSPITAL 
BOARD. ROMFORD CHILD GUIDANCE CLINIC. Part-time ASSIS- 
TANT PSYCHIATRIST (Senior Hospital Medical Officer grade) 
for 3 sessions a week. Clinic serves Romford and Dagenham. 
Applications (5 copies), and names of 3 referees, should reach 


the Secretary, 40, Eastbourne-terrace, W.2, by 17th January, 
1959 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole 
time ASSISTANT PATHOLOGIST at the Glasgow Hoyal 
Maternity and Women’s Hospital Salary (at age 32 and over) on 


£452 10s.-42126 5s. 
(16 copies), stating date of birth, 
appointment, and the names of 
reach the Secretary, Western Regional Hospital Board, 
Regent -street, Glasgow, (L2, not later than 30 days 
publication of this advertisement. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Con- 
LTANT RGEON (maximum part-time) 
required for Lincoln Area with main duties at Lincoln County 
and St. George’s Hospitals. 

pplication forms and further details from Senior 
tive Medical Officer, Sheffield Regional Hospital 
Fulwood-road, Sheffield, 10. Forms to be returned 
January, 1958. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 


the scale £1653 15s 
Applications 


experience, present 


qualifications, 
3 referees, to 
64, West 
after the 


SI st 


Administra- 
Board, Old 
by 10th 


PITAL BOARD. Applications are invited for an appointment as 
Part-time CONSULTANT in E.N.T. Surgery for 3 notional half- 
days a week in the Tunbridge Wells Group of hospitals. Candi- 


lr. surgery and be 
appointment will 


have had wide 
Royal College 


experience in 
of Surgeons. 


dates must 


Fellows of a The 


be in accordance with the terms and conditions of service of 
hospital medical and dental staff (England and Wales). Candi- 
dates may visit the hospitals concerned. 

Applications, stating nationality, age, sex, qualifications and 


appointment and of war 
names and addresses of 


including details of present 


experience, 
with the 


or national service, together 

3 referees, should be sent to the Secretary, Advisory Appoint- 
ments Committee, South East Metropolitan Regional Hospital 
Board, 40 Eastbourne-terrace, London, W.2, not later than 


10th January, 1959. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
CONSULTANT DERMA- 


PITAL BOARD requires Part-time 

TOLOGIST (2 half-days per week) for the Woking and Chertsey 
Group of hospitals. Duties mainly at St. Peter's Hospital, 
Chertsey (430 Beds). Busy department, with a Clinical Assistant 


and follow-ups. 
quatlifica- 


for 3 half-days per week to assist with treatment 
Applications by letter (5 copies). giving date of birth, 
tions, experience, and names of 3 referees, to Secretary (3.1), 
South West Metropolitan Regional Hospital Board, 40, East- 
bourne-terrace, W.2. by 17th January, 1959. Applicants may 
visit Hospital by local arrangement. 

SOUTH WEST METROPOLITAN REGIONAL HOS- 
W hole- ASSISTANT MEDICAL 


PITAL BOARD requires time 
DIRECTOR (Senior Hospital Medical Officer grade) to the 
Surrey Mass Radiography Service. The successful candidate will 
work under the Medical Director of the Unit for 7/11ths of his 
time (being based at Manor Farm, Church-road, Worcester Park, 
Surrey) and will also be required to act for 4/11ths of his time 
as Assistant Chest Physician to the Woking, Weybridge and 
Egham areas, based at the Central Chest Clinic at St. Peter's 
Hospital, Chertsey, Surrey. 


Applications by letter (5 copies), giving date of birth, qualifica- 
to Secretary (3.1), 


tions, experience, and names of 3 referees, 

South West Metropolitan Regional Hospital Board, 40, East- 
bourne-terrace, W.2, by 17th January, 1959. Applicants may 
visit Centres by local arrangement. 

WELSH REGIONAL HOSPITAL BOARD. Consultant 
RADIOLOGIST, Mid Glamorgan Hospital Management Com- 


Based at Neath General Hospital with visits to other 
Group. Successful candidate will be required to 
Hospital Management Committee area. Optional 
appointment. Further particu- 


Senior Administrative Medical 
Board, Temple of Peace, 


mittee. 
hospitals in the 
live within the 
whole-time/maximum part-time 
lars obtainable on request. 
Applications (12 copies) to 
Officer, Welsh Regional Hospital 
Cathays Park, Cardiff. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer) required, Cefn Coed Hospital, Swansea, 5th 
January, 1959, for approximately 3 months. 
Applications, naming 2 referees, to Senior 
Medical Officer, Temple of Peace and Health, 
Cardiff. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 


Administrative 
Cathays Park, 


Locum Tenens CONSULTANT ORTHOP.EDIC AND TRAU- 
MATIC URGEON required, Clwyd and Deeside Hospital 
Management Committee Area, immediately. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace and Health, Cathays Park 


Cardiff. 
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WELSH poo HOSPITAL BOARD. Consultant 
\ 


RADIOLOGIST Aberdare Hospit inagement 


‘ istrative Med 
We Rex Hospital Board, Temple of Pence nd 
WELSH REGIONAL HOSPITAL BOARD Whole- time 
ASSISTANT Psy HIATRIST (Seni Hospital 


+ ot " ed, More we Hospital, Bridgend, imme 


M Officer, Temple of Peace and Health, Cathays Park, 


Hospital Services: Junior Appointments 
HOSPITAL, Wathametow, 

SURGICAL I iHISTRAR required from 20th 


H 


secret est Group Hospital Management Con 
Langt d, E.11 

DREADNOUGHT AL. Gresawien, 

Hotst YSICIAN (pre lired on 

i7t 1959 


GENERAL Winchmore Hill 
=LRGEON ecolowi« 1 
\ t ‘ es f 3 testin ls and name and 
et Hospital Secret 
HOSPITAL OF ST. JOHN AND 
G I n, N.W.8. 
GiEON to the Midwifery | 


St} 


f 3 recent testin 


$.E.13 Applications 


LEWISHAM HOSPITAL, London, 
t OF 


of SENIO!I HOU 
January. 1959. a ‘ 


1 for 6 months 
10s. les for re idential 


LONDON Whitechapel, Applications are 


EGISTRAI ie! surgery Vacant 
1959. A higher t gh desiral is 
the vable for 
“ure s A ex I twood 
10 rie giving the n es and idresses of 
ild be rece i by tl ur gned by 
J 1959 H. BRIERLEY Gover 
MIDOLESEX and NORTH west 
Mi I ‘ N HOSPITAL BOARD. Apy invited 
SENIOR OBSTETRI AND GYS-ECOLOGI AL 
2 ye the Whitt Hospital u the 
fthe N th West Metropoltiar | Hoxpit ard 
f t the Middlesex Hospit nd the tal 
; f tion, obtainable from the Deputy Superinten 
M sex Hospit should be returned, naming 2 
re 
MILOMAY HOSPITAL, London, 
E.2 \ e } post of 
RESIDES HOUSE: SURGEON post recognised R.C.8.) 
( j mild t thy with 
‘ the Hospital 
\ t references to be addressed to the Medical 
~ ble 


MILOMAY MISSION HOSPITAL, street, 


‘ revistration mt o 


2 
RESIDENT PHYSICIAN CASI ALTY 


OFFICER, 

vacant J ry. 1959. ¢ lates should be in sympathy with 
Chriatiar of the Hospital 

Apr nd ‘ to be addressed to the Medical 


ners for 
t RGM REGISTRAL The National 
Lor rh post rries the 
“ = Keg rhe appoi nent will be for 1 year in 
4 wit} a of referees. ft be sent to the 
ur te 2nd J 1959 
H ! HELL, Sccretary t e Board of vernors 
H Diseases 
La 
HOSPITAL, road, Merton, 8.W.20. 
12 I NT ANLESTHE ris T Senior House 
Office vrade ‘ n duties as House Physician in the 
( ire Ward and ¢ lalty Department Post recognised 
f J 
Ap tior tating age, qu fleations and experience, with 
f test " nd the name of referee, should he 
e Group Secretary, St. H r Hosp vital, Carshalton, Surrey 
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(Acute Infectious Diseases), 
Brenttleld-road, London, N.W.10. SENIOR HOUSE OFFICER 
resident) required, Ist January, 1959, or by arrangement. 
Hospital offers wide clinical experience of acute medicine and is a 
Regional Poliomyelitis Centre. Excellent opportunities for post- 
graduate studies 

Applications to the Physician-Superintendent. 

NORTH LONDON BLOOD TRANSFUSION CENTRE, 
Deansbrook-road, EDGWARE, MIDDLESEX. JUNIOR HOSPITAL 
MEDICAL OFFICER for full-time duties with mobile teams at 
donor sessions. The appointment is for 3 years. 

Applications, giving age, qualifications, experience, and names 
of 2 referees, to the Director, not later than 3rd January, 1959. 
NORTH MIDDLESEX HOSPITAL AND EDMONTON 
CHEST CLINIC, London, N.18. Applications are invited for the 
post of SENIOR HOUSE OFFICER, resident, for beginning of 
February, 1959. Duties, at above Hospital and Chest Clinic under 
the dire: tion of the Chest Physician, include care of tuberculous 
and non-tuberculous chest Further details on request. 
Appointment for 6 months in the first instance with possible 
extension to 1 year. 

Applications, giving full particulars of qualifications, experi- 
ence, &c., with copies of recent testimonials and or names of 2 
referees, should reach the Hospital Secretary not later than 
sist December 
QUEEN CHARLOTTE’'S AND CHELSEA HOSPITALS. 
Applications are invited immediately from candidates holding 
their M.R.C.O.G, for the part-time post of Locum SENIOR 
REGISTRAR (6 sessions) for 6 months in the first instance. 
lbuties will be it Queen Charlotte's Maternity Hospital and 


NEASDEN HOSPITAL 


(Chelsea Hospital for Women 
Apply, stating age, qualifications with dates and previous 
pointments, together with the names of refarees, to the House 
Governor, 339, Goldhawk road, London, W.6. 


Shadwell, E.1; BANSTEAD, SURREY. SENIOR 
Mt DICAL OFFICER (Male or Female), graded 


Ha 
Hor Officer, at Hackney-road, E.2. Senior of 8 House 


Officers in a hospital engaged in postgraduate and undergraduate 
tea x revious pediatric experience essential. Appointment 
will be for 1 year from Ist Mareh, 1959. 

Ap lic ition forms (obtainable from the Secretary at Hackney- 
road) should be returned with copies of 3 testimonials, not later 
thar rd 1959 


QUEEN MARY'S HOSPITAL FOR THE EAST END, 
Stratford, E.15 HOUSE PHYSICIAN (third post) re quired 
wards at Plaistow Hospital. 


for 2 general medical inpatient 
In nt work only at present. 6-menth appointment, com- 
t Ist February, 1959. Suitable for postgraduate study 


r diploma in medicine. 
Apply to Hospital Secretary, 
27th December, 1955 

QUEEN MARY'S HOSPITAL FOR THE EAST END, 
“tratford, E.15. HOUSE SURGEON (pre-regis tration) required 
for 6 months commencing as soon as possible. Post recognised 
for 


F.R.C.S. 


giving names of 3 referees, by 


Applications, with copies of recent testimonials, to Hospital 

tary by 27th December, 1958. 

ROYAL FREE Applications are invited for 
e post of SENIOR REGISTRAR to the Diagnostic X-ray 

bi partment at the Roy: i Free Hospital. The post is non-resident 

for 1 vear in the first instance, duties to commence as soon as 

possible. Candidates are required to bold the D.M.R.(D). 

Formal applications, giving details of experience, &c., together 

names of 3 referees, should be sent to the Secretary to the 


secre 


with the 


toard of Governors, The Royal Free Hospital, Gray's Lon-road, 
W.C.1, not later than 29th December, 1958. 
ROYAL MASONIC HOSPITAL, Ravenscourt Park, 


Applications are invited for the post of RESIDENT 

Appointment about Ist February, 
year £935 (residential emoluments of 
(residential emolu- 


London, W.6 
MEDICAL REGISTRAR. 
1959. Gross salary : firs 

2130 deductible second year £1061 10s. 
ments of €145 de duc table). 

Please state age, qualifications, past and present appointments, 
and include 2 recent testimonials .dvor the names of 2 referees. 
Applications should reach the undersigned (from whom further 
information may be obtained) as soon as possible, and in any 
event not later — 5th January, 1959. 

LAWSON, Secretary and House Governor. 


ROYAL NORTHERN HOSPITAL, Holloway, N.7. Appli- 
cations are invited for the post of R ESIDEN1 SENIOR HOUSE 
OFFICER pathology) for Group Laboratory, vacant 14th 


January, 1959. The appointment will afford ample opportunity 
for study for a higher degree in medicine or surgery. 
Applications to be sent to the Hospital Secretary by 3rd 
January, 1959 
ST. ANDREW'S HOSPITAL, Bow, E.3. House Physician 
required. Recognised pre-registration post. 
Applications, with copy of at least 1 
Hospital Secretary. 
ST. FRANCIS HOSPITAL, Constance-road, East Dulwich, 
S.E.22 SENIOR HOUSE OFFICER required in the Group 
Geriatric Unit under direction of full-time Geriatrician. The unit 
is associated with a half-way house; there are follow-up and pre- 
admission outpatient clinics and facgities for investigations. 
Resident post. 
Apply Saaianes age, qualifications and experience, with copy 
testimonials or names of 2 referees, to Group Secretary, Camber- 
well Hospital Management Committee, Dulwich Hospital, East 
Dulwich-crove, S.E.22, not later than 30th December. 
ST. GILES’ HOSPITAL, Camberwell, 8.E.5. Orthopaedic 
REGISTRAR from 23rd February, 1959, for 3 months’ Locum 
Tenens duty. 
giving full details, to Group Secretary, 


testimonial, to the 


Camberwell 


Apply, 
Hospital Management Committee, Dulwich Hospital, East 
Dulwhe h-grove or inquiries to Orthopedic Consultant, 


St. Giles’ 


Hospits ul. 


i te 
ot tals the Cir Ip. Suceesstinl candidate will be required 
t within the rea. Optional whole-time t Ximiun part-time 
g 2 \ itive 
l 
f 
} 1959 Al ntment will be for a period of 6 months 
Nat H th Service s ry 
— 
| 
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ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications | ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 


invited for the post of REGISTRAR or SENIOR REGIS- 
TRAR in the Department of Neurological Surgery. The post will 
be tenable from Ist April, 1959, and the grading of the successful 
candidate will be dependent on his qualifications and experience. 


Applicants must be in possession of the F.R.C.S. (Eng.) and 
should submit a copy of their application, together with the 
names of 2 referees, to reach the undersigned within the next 21 


days. Cc. C. Carnus-WILson, Clerk to the Governors. 
ST. GEORGE'S HOSPITAL, 8.W.1. Applications are 
invited for the post of SENIOR REGISTRAR to the Depart- 
ment of Pathology. The appointment will be for 1 year in the 
first instance, and the successful candidate will be required to 
take up duty on, or as soon as possible after, 23rd February, 1959. 
The work will include training in all branches of hospital patho- 
logy, including morbid anatomy. 

Applications, stating age, education, 
and the names of 2 referees, should reach the 
later than 3rd January, 1959. 

P. H. CONSTABLE, House Governor. 
ST. LEONARD'S HOSPITAL, Nuttali-street, London, 
N.1. Applications are invited from registered or provisionally 
registered medical practitioners for the post of HOt Sk 
SURGEON for 6 months. 

Applications, with 2 recent testimonials, to Hospital Secretary, 

by 3rd January, 1959. 
ST. MARY'S HOSPITAL FOR WOMEN AND CHIiIL- 
DREN, Upper-road, Plaistow, London, E.13. HOUSE SUR- 
GEON (pre-registration, first, or second post) to commence 27th 
1959. Duties ine lude general surgery, gynecology, 
and E. 

‘to Hospital Secretary, 
ST. MARY'S HOSPITAL, W.2. 
Almroth Wright Wards (graded Senior 
for 8 months with effect from Ist February, 
non-resident, remaining 6 months resident ). 

Applications, giving full details, with names and addresses of 
3 referees, should rea#h the House Governor not later than Ist 
January, 1959. 


qualifications, experience, 
undersigned not 


immediately. 

House Officer to the 
House Officer) required 
1959 (first 2 months 


ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS-- 


PITALS. Required, REGISTRAR in Anzsthetics. Non-resident 
appointment on an annual basis. 

Applications (12 copies), and names and addresses of 2 referees, 
to the House Governor, St. Peter's Hospital, Henrietta-street, 
London, W.C.2. Closing date 10th January, 1958 
ST. STEPHEN'S HOSPITAL, Fulham-road, Chelsea, 
S.W.10. OBSTETRIK AND GYNACOLOGICAL HOUSE 
SURGEON. Resident. Post-registration. Post recognised for 
D.Obst.R.C.0.G. Vacancy 18th February. 

Applications, naming 2 referees, to Medical Superintendent. 
ST. STEPHEN'S HOSPITAL, Fuiham-road, Chelsea, 
S.W.10. HOUSE PHYSICIAN (general medicine). Resident. 
Post- or pre-registration. Vacancy approximately 14th January. 

Applications, naming 2 referees, to Medical Superintendent. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 18th March, 
1959, for a Full-time ORTHODONTIC REGISTRAR. 

Further particulars and application form, to be returned 
5th January, 1959, obtainable from the House Governor. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
Ist April, 


by 


street, London, W.C.1. There will be a vacancy on A 
1959, for a MEDICAL REGISTRAR AND PATHOLOGIST 
(Senior Registrar grade ). 

Further particulars and application form, to be returned by 
5th January, 1959, obtainable from the House Governor. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1 There will be a vacancy on 6th March, 
1959, for an ASSISTANT RESIDENT MEDICAL OFFICER 
(Senior House Officer grade) at the Country Branch, Tadworth, 
Surrey. 

Further particulars and application form, to be returned by 
Ist January, 1959, obtainable from the House Governor. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1, and THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, W.C.1. Applications are invited for the appointment of 
SENIOR REGISTRAR to work in the X-ray Diagnostic Depart- 
ments at University College Hospital (6 half-days a week) and 
at The Hospital for Sick Children (5 half-days a week) for 1 year 
in the first instance from Ist February, 1959, or as soon as 
possible thereafter. « 

Applications, with the names 
Mackeown, Administrator and Secretary, University 
Hospital, Gower-street, W.C.1, by 5th January, 1959 
WEST LONDON HOSPITAL, Hammersmith-road, w.é6. 
RESIDENT SENIOR HOUSE OFFICER (anesthetics) re- 
quired for 6 months from Ist February. 

Detailed applications, copies 2 recent testimonials, 
tary by 7th January. 

WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
RESIDENT CASUALTY OFFICER (Senior House Officer 
grade) required for 6 months from Ist February. 

Detailed applications, copies 2 recent testimonials, 
tary by 7th January. 

WESTMINSTER CHILDREN'S HOSPITAL. Westminster 
HOSPITAL TEACHING GROUP. ‘ASUALTY OFFICER required 
for 6 months from Ist 1959. Grade House Officer 
(post-registration) or Senior Officer dependent on experi- 


College 


of 2 referees, 


to Secre- 


to Secre- 


February, 
House 


ence. Peediatric experience preferred. 
Apply, with copies of 3 testimonials, to the Secretary, West- 
minster Children’s Hospital, Vincent-square, 8.W by 2nd 


January, 1959. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTER. HOUSE PHYSICIAN required at Ashton- 
under-Lyne General Hospital. Vacant mid-February, 1959. 
Preference given to pre-registration candidates. 

Applications, with copies of 2 testimonials, to Group Secretary, 
General Hospital, Ashton-under-Lyne. 


MENT COMMITTEE. 

SENIOR HOUSE 
at Ashton-under-Lyne 
obstetrics and 26 gynecology. 
February, 1959. 

HOUSE OFFICER (midwifery) required. 
D.Obst.R.C.0.G., vacant February, 1959. 
pre-registration candidates. 

Applications, with copies of 2 testimonials, to Group Secretary, 
General Hospital, Ashton-under-Lyne, Lancs. 
ABERYSTWYTH, CARDIGANSHIRE. GENERAL HOS- 
PITAL. MID-WALES HOSPITAL MANAGEMENT COMMITTEE. Pre- 


OFFICER (obstetrics gynecology ) required 
General Hospital. Bed complement 75 
Recognised for M.R.C.0.G. Vacant 


Post recognised for 
Preference given to 


registration HOUSE SURGEON and HOUSE PHYSICIAN 
required at the above Hospital. Both vacancies occur on Ist 
January, 1959. Surgical post recognised for F.R.C.S. 
Applications, quoting 2 referees, to Group Secretary, 31, North 
Parade, Aberystwyth, Cardiganshire, immediately. 
ASHFORD HOSPITAL, Ashford, Middlesex. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. RESIDENT MEDTI- 
CAL REGISTRAR required at above Hospital for general 


Post vacant Ist January, 1959. Hospital may be 
appointment with Medical Director. 
from and returnable 


medical unit. 
visited by direct 
Application forms obtainable to Secre- 


Ashford 


tary, Staines Group Hospital Management Committee, 
Hospital, Ashford, Middlesex, by 5th January, 1959. 
AYLESBURY, BUCKINGHAMSHIRE. ROYAL BUCK- 
INGHAMSHIRE HOSPITAL. HOUSE OFFICER (accident and 


orthopedic and children’s general surgery ) required Ist February, 
1959. Pre-registration post but registered practitioners invited to 
apply. 

Apply, 
AYLESBURY. 
SSSOCIATED HOSPITALS MANAGEMENT 
are invited for the appointments of HOT 
PHYSICIAN to run consecutively for a period of 6 months in 
each post at Tindal General Hospital and Stoke Mandeville 
Hospital, commencing Ist February, 1959. Posts recognised for 
pre-registration. 

Applications, with copies of 2 testimonials, to the Administra- 
tive Officer, Tindal General Hospital, Aylesbury. 
BANBURY, OXFORDSHIRE. HORTON GENERAL 
HOSPITAL. (162 Beds.) Locum CASUALTY OFFICER required, 


with 2 names for reference, to Secretary -Superintendent. 
ROYAL BUCKINGHAMSHIRE AND 
COMMITTEE. Applications 
SE SURGEON HOUSE 


23rd—3lst December. Salary according to experience up to 
Junior Hospital Medical Officer grade. 

Applications to the Secretary. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds. ) HOUSE PHYSICIAN (pre-registration) required im- 
mediately. 

Applications, naming 2 referees, to Group Secretary, North 
Devon Hospital Management Committee, 19, Alexandra-road, 
Barnstaple. 

BEDFORD GENERAL HOSPITAL. (424 Beds.) House 


SURGEON required. Pre- or post-registration, recognised for 
F.R.C.S. Post offers exceptional opportunities for general experi- 
ence in busy acute surgical units. Holder of this appointment 
will be favourably considered for appointment as House Physician 
at the termination of contract. 

Applications, with copies of 2 
Secretary, Bedford Group Hospital 
3, Kimbolton-road, Bedford. 
BEVERLEY, 
(229 ac beds. 


(a) ISTANT 


recent testimonials, to Group 
Management Committee, 


WESTWOOD HOSPITAL. 


(Senior House Officer 


PATHOLOGIST 
Offers experience all 


grade) acne for the Area Laboratory. 
branches of pathology. Vacant now. 

(6) HOUSE SURGEON (Senior House Officer or House Officer 
grading according to experience). Recognised for F.R.C.S. 
General surgery. 

(¢) HOUSE PHYSICIANS (2), Senior House 
House Officer grading according to experience. 

(7d) ORTHOPXDIC HOUSE SURGEON 
Officer or House Officer grading according 
Recognised for F.R.C.S. 

(e) HOUSE SURGEON (Senior House Officer or House Officer 
grading according to experience). Part general surgery part 
orthopedics. 

osts (b), 1 of 


Officer or 


(Senior House 
to experience). 


(ce), and (d) are approved pre-registration 
All except 


posts, but fully registered practitioners may apply. 
(a) are vacant end January. Married accommodation may be 
available. 
Detailed applications to Group Secretary. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 


BIRMINGHAM, 15. (215 Beds and 8 House Surgeons.) HOUSE 
SURGEONS (resident), posts now vacant. Hospital treats over 
50,000 injured patients each year, and is recognised for purpose 
of casualty training by R.C.S. (Eng.). 6-month appointment, 
part of which may be spent in 42-bedded segregated Burns Unit. 


Apply. naming 2 referees, to Administrator. 
BIRMINGHAM. LORDSWOOD MATERNITY HOS- 
PITAL, HARBORNE, BIRMINGHAM, 17. OBSTETRIC HOUSE 
OFFICER (resident). Post vacant Ist February. 33 Beds 
dealing with normal and abnormal midwifery. Recognised for 
D.Obst.R.C.0.G, Second period training school for pupil mid- 
wives. 


Applications to the Obstetrician not later than 31st December, 


1958 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL. Applications 


are invited from registered medical practitioners for the post of 


RESIDENT OBSTETRIC HOUSE SURGEON vacant on 
Ist March, 1959. The appointment is recognised for the 
M.R.C.O.G. and D.Obst.R.C.0.G. 


Application forms obtainable from the House Governor, The 
Birmingham and Midland Hospitals for Women, Showell Green- 
lane, Sparkhill, Birmingham, 11, to be returned not later than 
6th January, 1959, G. A. PHALP, Secretary. 
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BIRMINGHAM THE UNITED BIRMINGHAM HOS- 


PITALS. TH HILDREN'S HOSPITAL, I BHIRMINGHAM 
if Applicat re inv d for the post of RESIDENT CLINI 
CAL P \THOL Senior House Off gerade vacant in 
Feb The post titable ining for 
ating reer holder ts 
ext i wssist in 
t f bole 
' ns of t t t ble from the House Governor 
ild be retu i him t I December, 1958 
t+. A. PHALP, Secretary tothe Board of Governors 
RTH il ROYAL INFIRMARY Lacum 
GISTRAR in Op Wide ex 
‘ ty sentia Vacant now Salary £26 Ss. weekly 
Ap ediatelw to the ~ etary Resion Hospita 
1, 1, August road, Birming! n, 


BIRMINGHAM REGIONAL HOSPITAL BOARD 


(1) Birmingham (Selly Oak) Group, Oak Tree-lane, 
29 
a GIsTl \l gener surgery resident for Solihull 
H juarters only vatlable 
Hig 
REGISTRAI “ f I Accident 
H I y 215 Beds Duties « ident 
y “ tv oft fer to Bur Unit. General 
il experience ssemt jualificat t 
(2) Stoke-on-Trent Group, Princes- read, Stoke- on- 
Trent 
REGISTRAR (obstetrics and gynecology Duties at Citys 
Limes M ty Hospita bstetrics 100 Beds 
uy 40 Beds EX] specialty essenti Resident 
ient. R ed of M1 DObst. 
(3) West ‘racnesien Group, West Bromwich and 
District Genera! Hospital, Edward-street, West 
Bromwich 
I ur em SURGICAL REGISTRAR for Hallam Hos 
I We ‘ 425 Bed ju d for month of 
Jar 1959 ient. Salary €19 p.w. less any charges 
\ t forms fror (et secretaries to te returned 
4 24th Dec immediately 
BIRMINGHAM, 13 SORRENTO MATERNITY —. 
ral Wake Cire lu premature-bat 
OBSTETEI! HOUSE Recognised 
H il affiliated to Birmingham Medical 
= 1 for tr ¢ of students. Vacant Ist February, 1959 
Apply ©) t {ist December 
eg oy 18. SUMMERFIELD HOSPITAL. (1082 
JUNIOR HOSPITAL MEDICAL OFFICER in Geri 
fourth post Non-resident. The unit provide nple 
t f t ‘ yt ” i ein wer trie me 
I f hospit la la 
\ eat 5s. with names of 2 referees, to Group Secretary, 
ev i H Birmingham, 18 
Co. DURHAM. THE GENERAL 
H HOUSE PHYSICIAN required. Fully 
registered or pr shennan registered practitioner 
ne 2? te K G Ltxrorp frroup 
= West Hospital Management (Com 
tt ddreas 
BISHOP AUCKLAND THE GENERAL HOSPITAL. 
SENIOR HOUS! surge quired 
Post recog? i for the F.BR.C.S shed or hed flat 
- 4 ~ dit - Kitchen 
bat ind w 
l4a g 2 referees, to Group Secretary 
' Vest H Management Committes it 
BISHOP AUCKLAND. THE GENERAL HOSPITAL. 
RESIDENT SENIOR HOUSE OFFICER in 
Medicin tired 
\ within 14 da ng details ind_dd the names of 3 
ref s, to the Group Secretar South West Durham Hospital 
M gen Con ttee ddre 


BRADFORD A AND B HOSPITAL 


vMITTERS. JUNIOR HOUSE OFFICER ree d for Geriatric 
Ad | t Past nt now Major aan on of duties 
t st. Luke H tal. Brad d 
4 ng g nat slit qualifications and 
experer testimor ils the secretary Reoval 
I Bradfor York 
HOUSE OFF at ER (Male or tle) required. 
4 t ualif experience and 
nation t together with copy testimonials, to the Secretary, 
Bradford 
ROYAL INFIRMARY, Yorkshire. 
Hoot <URGEON Phoraci« {nit 
requ 1. Va Februar 1459 
Appl tio t g we ‘ rience nationality, qualifica- 
t with opy testimor he “Secretary 
BRADFORD, YORKSHIRE. ROYAL EYE AND EAR 
HOSPITAL 105 Beds “ENIOR HOUSE OFFICER required 
r E.N.T. Department of 56 Beds. Recognised for D.L.0. and 
F.K.C.S. int 3rd January, 1959 
Al t tating nationality qualifications mma 
exper “ testimonials, to the Seeretarv, Hoval 
Infis Bradford 
BOURNEMOUTH (near). CHRISTCHURCH HOS- 
PITA CHRISTCHURCH, HAMPSHIRE 334 Beds BOURNEMOUTH 
ANT) FAST HOSPITAL MANAGEMENT COMMITTER. HOUSE 
PHYSICTAN (pre-registration interne) required for post becom 
ing cant on 10th Februar You 
Applications to the Hospital Secretary 
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CHRISTCHURCH HOS- 
334 Beds.) BOURNEMOUTH 
GEMENT COMMITTES Applica 
tions are invi for the appointment of HOUSE RGEON 
pre-registration interne Post vacant on ISth January, 1959 
Appheat the Hospital Secretary 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
shelley -road BOUKNEMOUTH AND EAST DORSET HOSPITAT 
GEMENT COMMITTE! Applications are invited for 
wintment of 2 HOUSE SURGEONS (general surgery) 
ire vacant now, are recognised 
ind for pre-registration 


Te 
PITAL, CHE HURCH 
AND EAST DORSET HOSPITAL 


(near). 
HAMPSHIRE 
MANA 


st 


ions to 


which 


ppointments, 
for thee F.R 


is 


itions to the 
BOURNEMOUTH 
Shel road BOUL KNEMOT 
OMMITTEF 

wintment of 2 HOT 
vacant on 
ree 


to the 


Hospital Secretary 
ROYAL VICTORIA HOSPITAL, 
ANT DORSET HOSPITAL 
Applications invited for the 
4 IANS ippointments, 
muary February, 1959, 
ognised for pre-registration purposes 
Applicatic Hospital Secretary 
BRENTWOOD, ESSEX. WARLEY HOSPITAL. 
HOUSE OFFICER required The Hospital situated within 
each of London by main line ele« service and bus. There 
2000) Beds, and a wide experience of all types of mental 
the neuroses rined All modern 
Visiting 
ularly Teaching by 
sostgraduate courses are 
linies Regular 
The post 
residential amenities 


ist 


Senior 

is 


tric 


whuiding 


expe 
re ts 
deducte 
iVailable 
cations, with full details 
Phvysician-Superintendent 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
S14 Keds SENTOR CASUALTY OFFICER (Junior Hospital 
Medical Officer grade) required busy Casualty Department 
2 junior medical staff Recognised for FRC. 

Applications 


towether wit! 


That 
ind names o ? referees, 


for 


to 


the 


ind) experience 
Administrative 


tating qualificatio 
the to 


Office Royal Sussex County Brighton 
ROYAL SUSSEX COUNTY HOSPITAL. 
ds CASUALTY HOUSE SURGEON required end 
ond hes Full and varied experience in busy Casualty 
Department (staff of 3 and also duties in Orthopaedic and 
Traumatic Unit, including charge of beds Recognised for pre 
rewistration and 
at ee qualifications experience, and 
2 refer t wv Administrative Officer, Royal Sussex 
ospital, Brighton, 7 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
114 Beds HOUSE SURGEON including gynecology 
required Ist February, 1959. Pre-registration and recognised for 

Applications, stating usual particular ind naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7 
BRISTOL COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE FPRENCHAY HOsPrral SENIOR 
HOUSE OFFICER, Regional Department of Neurosurgery 
Vacant immediats tenable for 6-12 months The post offers 
useful surgical experience and the opportunity of gaining a work 
ing knowledge of neurological diagnosis. Recognised for F.R.C.S. 

Applications to Group Secretary, Frenchay Hospital, quoting 

=} Names of 2 referees required 


BURNLEY AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTE? BURNLEY GENERAL HOSPITAL (650 Beds REEDY 
Beds RESIDENT 


FORD MEMORIAL HOSPITAL, NELSON (95 
HOUSE OFFICERS § (surgical The appointments are ap 
proved as pre-registration posts and recognised for F.R.C.S. 
Subject to satisfactory service, the successful applicants will be 
favourably considered for appointment as House Physicians at 
the termination of contract as Surgical House Officer 

Applications, with 2 references, to Group Secretary, Burnley 
General Hospital 


BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE ROSSENDALE GENERAL HOSPITAL MANCHESTER 
REGIONAL HOSPITAL BOARD Applications are invited for the 
post of REGISTRAR in General Surgery at the above Hospital. 
i new post, and is at vacant 
stating full details, together with the 
to H. WILKINSON, Esq., Group Secretary 
Hospital, Bury, L 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEFR BURY GENERAL HOSPITAL Applications are invited 
ER Pathology (1 of 


present 
names of 2 
Bury General 


nes 


for the post of SENDTOR HOUSE OFFI in 
2 such posts) for the above Group of Hospitals The successful 
applicant will be based at Bury General Hospital 

Apply, stating fnll details, together with the names of 2 
referees, to H. WILKINSON, Esq., Group Secretary, Bury General 
Hospital, Bury, Lanes 


BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE! Applications invited for the 2 vacant posts of 
ibove 


are 


HOUSE PHYSICIAN (pre-registration) in the Group. 

Apply, stating full details, and games of 2 referees, to H. 
WILKINSON, Group Secretary, Bur General Hospital, Bury, 
Lanes 


BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
cOMMITTER. Locum JUNIOR HOSPITAL MEDICAL OFFICER 
E.N.7 required for the period 26th January, 1959-2nd May, 
1959. Post is based at Bury General Hospital, where accommo 
dation can be provided, but the applicant will also be required 
to undertake duties with the Rochdale Hospital Management 
( ormittes 
Applications 
Group Secretary, 


2 referees, to 


anes. 


names of 
Bury, L 


stating full details and 
Bury General Hospital, 
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BURTON-ON-TRENT GENERAL HOSPITAL. (251 
Beds.) AN -ESTHETIST (Junior Hospital Medical Officer 
grade). Busy general base hospital for area. & residents. Excel- 
lent experience. tecognised for D.A. Single furnished accom- 
modation 

Applications to Group Secretary, 
Trent, Staffordshire. 
BURTON-ON-TRENT GENERAL HOSPITAL. (251 
Beds.) HOUSE SURGEONS (general), pre-registration. Busy 
general base hospital for area. & residents. Full Consultant 
service. Excellent experience. Recognised for F.R.C.S. Married 
accommodation will be available for a joint post. 

Applications to Group Secretary, General Hospital, 
on-Trent, Staffordshire. 
BURTON-ON-TRENT. 


General Hospital, Burton-on- 


Burton- 


THE GENERAL HOSPITAL. 


HOUSE OFFICER (pre-re post) re- 
quired at the above Hospital. Recognised for F.R. 

Applications to Group Secretary as soon as a 
BUXTON. DEVONSHIRE ROYAL HOSPITAL. House 


OFFICER required, 

Applications to the Secretary, Stockport and Buxton Hospital 
Management Committee, 598, Shaw Heath, Stockport. 
CAERPHILLY DISTRICT HOSPITAL. (Acute General 
Hospital—-226 Beds. 6 miles from Cardiff.) RHYMNEY AND 
SIRHOWY VALLEYS HOSPITAL MANAGEMENT COMMITTER. 2 
HOUSE SURGEONS. Ist February. 1 with duties in Orthopedic 
Department both recognised for F.R.C.S. 

Applications to the Secretary. 

CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) E.N.T. and Eye Departments. SENIOR 
HOUSE OFFICER. Salary £819 10s. p.a. Post vacant January, 
1959. Approved for F.R.C.S. and special diplomas. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOSPI- 
TAL. (277 Beds.) The post of SENIOR HOUSE PHYSICIAN 
is now vacant. Salary, £819 10s. p.a., with National Health Ser- 
vice conditions. 

Applications, together with copies of 2 recent testimonials, t 
be addressed to the Hospital Secretary 4 the above Hospital. 
CARDIFF. GLAN ELY HOSPITAL, Fairwater, Cardiff. 
(240 Beds.) SENTOR HOUSE OFFICER required, Tuberculosis, 
both pulmonary and non-pulmonary, and allied chest conditions 
are treated. Experience available in thoracic surgery and opera- 
tive treatment of bone and joint, genitourinary and glandular 
tuberculosis. 

Form of application from Group Secretary, 
Cardiff 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. ( 
Beds.) Applications are invited for the post of RESIDENT 
GYNACOLOGICAL HOUSE OFFICER (pre- or post-registra- 
tion) for the 6 months commencing Ist February, 1959. The 
post ix recognised for the M.R.C.O.G., and the successful 
applicant will, if he or she so desires, be given the opportunity 
of a 6 months’ obstetrical post to follow. 

Applications, stating age, qualifications and any previous 
experience, together with the names of 2 referees, should be 
submitted to the Group Medical Superintendent, Law Hospital, 
Carluke. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(280 Beds.) Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in the Ophthalmic Depart- 
ment of the above Hospital. Immediate vacancy. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be sent to 
the Group Secretary, West Wales Hospital Management Commit- 


44, Cathedral-road, 


tee, Glangwili, Carmarthen. 

CASTLEFORD, NORMANTON AND DISTRICT HOS- 
PITAL, HIGHTOWN, CASTLEFORD. RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) required. Married 


accommodation available. 

Apply immediately to the Secretary, Pontefract and Castle- 

ford Hospital Management Committee, Great Northern House, 

Salter Row, Pontefract, Yorkshire. 

CHELTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE, Rotating Internship. A vacancy occurs for a 
HOUSE PHYSICIAN, pre- or post-registration, at the Chelten- 
ham General Hospital. The successful candidate, on completion 
of his 6 months, will be offered the post of House Surgeon, followed 
by that of Resident @bstetric Officer in the Group if desired. 

Applications, stating age and experience and names of 2 

referees, to be sent to the Group Secretary, General Hospital, 
Cheltenham. 
CHELTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Rotating Internship. A vacancy occurs fora HOUSE 
SURGEON, pre- or post-registration, at the Cheltenham General 
Hospital. The successful candidate on completion of his 6 months 
will be offered the post of House Physician, followed by that of 
Resident Obstetric Officer in the Group, if desired. 

Applications, stating age and experience, and names of 2 
referees, to be sent to the Group Secretary, General Hospital, 
Cheltenham. 

— 
Jeds,) 

SENIOR HOUSE 
Ist February, 1959. 

HOUSE PHYSICIANS 
Approved pre-registration 
February, 1959. 

Apply, with particulars of previous experience, and the names 
and addresses of 2 referees, to Group Secretary, Dryburn Hos- 
pital, Purham. 
CHESTERFIELD ROYAL HOSPITAL. 
required mid-January. Post recognised 
purposes, and if desired, surgical posts 
6 months. 

For further information, please apply to the Group Secretary. 


GENERAL HOSPITAL. (204 


OFFICER (general surgery). Post vacant 


vacancies, 
vacant Ist 


medicine), 2 
Posts 


(general 
appointments. 


House Physician 
for pre-registration 
can be offered after 


| 
| 
| 


CHESTERFIELD ROYAL HOSPITAL. 2 House Surgeons 
required mid-January. Posts recognised for pre-registration and 
F.R.C.S. purposes, and if desired medical posts can be offered 
after 6 months. 


For further information, please apply to the Group Secretary. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(Late Botley’s Park War Hospital.) (440 Beds.) RESIDENT 


HOUSE SURGEON (intern) required. Post recognised for pre- 
registration service. Salary in accordance with terms and condi- 
tions of National Health Service. Post vacant now. 


Applications, with names and addresses of referees, to 
Physician-Superintendent. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL. (Late 
Botley’s Park War Hospital.) (430 Beds.) Locum RESIDENT 
ANAHSTHETIC SENIOR HOUSE OFFICER required 
Isth January. 

Applications, with names of referees, to Physician-Superin- 


tendent. 

CHESTER ROYAL INFIRMARY. 
HOSPITAL MANAGEMENT COMMITTEE. 
for the post of RESIDENT CASUALTY OFFICER (Junior 
Hospital Medical Officer), vacant 31st January, 1959. 

Applications, giving full details, together with the names and 

addresses of 2 referees, should be forwarded to the Hospital 
Secretary. 
CHESTER AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. GROUP PATHOLOGICAL DEPARTMENT. Applications 
are invited for the post of SENIOR HOUSE OFFICER in Patho- 
logy, Vacant now. 

Applications, giving full details, 
addresses of 2 referees, should be 
Secretary, Chester Royal Infirmary. 
CHESTER ROYAL INFIRMARY. Chester and District 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited for 
the resident post of AN er (Senior House Officer 
grade). The post is recognised for D. 

pusitentiom, giving full details, bites with the names and 
addresses of 2 referees, should be forwarded to the Hospital 
Secretary. 

COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for : 
Essex County Hospital, Colchester, Essex (181 Beds) 

Post of SENIOR HOUSE OFFICER to Casualty and Radio- 


Chester and District 
Applications are invited 


names and 
Hospital 


together with the 
forwarded to the 


therapy Departme ate. _ Post tenable for 6 months or 1 year. 
Recognised for F.R.C 
Essex County Colchester. Colchester 


Maternity Hospital 

Post of Locum Tenens REGISTRAR (obstetrics and gynaco- 

logy) for period 29th December, 1958-8th January, 1959 
Biack Notley Hospital, Braintree, Essex (522 Beds) 

Post of HOUSE SURGEON. Pre-registration or third post. 
Includes duties in general surgical and gynecological wards. 
Recognised for F.R.C.S. Tenable for 6 months. 

Clacton and District Hospital, Clacton-on-Sea, Essex 
(58 Beds) 

Post of SENIOR HOUSE OFFICER. 
with regular outpatient sessions in all major specialties. Duties 
include medical, surgical, and casualty work, and the appoint- 
ment offers practical all-round experience particularly useful to 
those entering general practice. Post tenable for 6 months or 
1 year. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchesteg, Essex. 

COLWYN BAY AND WEST DENBIGHSHIRE HOSPI- 

TAL, COLWYN BAY. Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER to the above Hos- 
pital of 60 Beds. The Hospital caters for major surgical, ortho- 
predic and medical cases, and there is ° small children’s ward, 
Consultants in these specialties visit daily. A comfortably self- 
contained furnished flat is available. The post offers excellent 
experience for a suitably qualified candidate (married or single) 
who is contemplating entering general practice. The post will 
be vacant on Ist January, 1959. 

Applications, with recent testimonials, 
to WILLIAM Roperts, Esq., Group Secretary. Clwyd and Deeside 
Hospital Management Committee, Rhianfa, Russell-road, Rhyl. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute Beds.) RESIDENT HOUSE SURGEON required 
salary for either 


Busy general hospital 


should be addressed 


scales 


for 6-month appointment. National sa 
provisionally or fully registered practitioners. Post approved 
for pre-registration practitioners, and F.R.C.S. 8 residents. 


Vacant 14th January, 1959. 

Applications, stating age, experience, qualifications, with refer- 
ences or names of referees, to Senior Administrative Officer. 
CHICHESTER. ST. RICHARD’S HOSPITAL. Chichester 
GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
for the post of MEDICAL REGISTRAR, resident or non-resident, 
mainly at St. Richard’s Hospital (400 Beds). Post vacant mid- 
February, 1959. Registrar will have care of 100 acute medical 
and pediatric beds under the supervision of the Consultant 
Physicians and Pediatrician, and will also assist the Consultant 
Neurologist, Chest Physician and Thoracic Surgeon. Salary 
according to terms and conditions of service of hospital medical 
staff. Candidates may visit the Hospital. 

Forms from Group Secretary, 174, Broyle-road, 
to be submitted within 14 days. 
CHICHESTER. ST. RICHARD’'S HOSPITAL. Chichester 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of SENIOR HOUSE PHYSICIAN at St. 
Richard’s Hospital (400 Beds). Duties include care of general 
medical and pediatric beds and special duties on the Medical 
ane Surgical Thoracic Unit. Post vacant mid-January. 

Applications, stating age, qualifications and experience, and 

giving names of 2 persons to whom reference may be made, 
should be sent to the Administrative Officer. 


Chichester, 
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ST. RICHARD’S HOSPITAL. Chiches- 
MANAGEMENT COMMITTEE Applications are 


THE LANCET 


CHICHESTER. 


TER GROUP HOSPITAI 


invited for 2 HO SI ll RGE ONS (recognised for pre-registra 
t wir t he ] nstance Posts vacant beginning 
and midd of es olheretne Principally general surgery with 
some orthopedic and traumatic surgery. Hospital recognised for 
FRA 

Applications, stating age, qualifications and experience, giving 
names of 2 persons from whom reference may be obtained, should 
be sent to the Administrative Officer 
DENBIGH. THE NORTH WALES HOSPITAL FOR 
NERVOUS AND MENT Al DISORDERS. SENIOR HOUSE OFFICER 
required The Hospital has modern treatment facilities, and is 
recognised by the Conjoint Board for the purpose of their D.P.M. 
examination. Flat available suitable for married couple without 
family 

Appli ions, with names of 2 referees, to the Medical 
Superintender 
DERBY DERBYSHIRE ROYAL INFIRMARY. (416 
Beds HOUSE SURGEON pre-registration or SENIOR 
HOUSE OFFICER (general surgery Resident 2 vacancies 
December Recognised F.R.C.S. if held by Senior House Officer. 

Apply giving full details, and 2 names for reference, to 
Secretary 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds HOUSE PHYSICIAN (pre-registration) or SENIOR 
HOUSE OFFICER (general medicine). Vacant early January. 

Apply, stating full details, with copies of 2 testimonials, to 
secretary 
DONCASTER ROYAL INFIRMARY (330 Beds). WES- 
TERN HOSPITAL, DONCASTER (241 Beds Post reeognised for 
M.R SHEFFIELD REGIONAL HOSPITAL BOARD W hole- 
time RESIDENT REGISTRAR (obstetrics and gynecology) 
required 2nd January, 1959. Gynecology beds at both hospitals; 
maternity unit at Western Hospital. Appointment for 1 year in 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 29th December, 1959, giving age, 

ati ity, qualifications, present and previous appointments 
with dates, naming 3 referees 
DORKING GENERAL HOSPITAL, Dorking, Surrey. 
Applications invited for post of SENIOR HOUSE OFFICER 
(general surgery iwsualty, E.N.T.), vacant Ist February, 1959. 
Recognised for F.R.C.S. Mi ecled quarters available. 

Apply, with testimonials, to Medical Superintendent. 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. (160 
Beds lications are invited for pre-registration post of 
HOUSE st RGEON, Salary in accordance with Whitley scale. 
4 residents on staff. Post vacant mid-January. 


Noble's Hospital, Douglas, Isle of Man. 
EAST RIDING GENERAL 


=ecretary, 


Apply to the 
DRIFFIELD, YORKSHIRE. 


HOSPITAL. (247 Beds SENIOR HOUSE SURGEON (Senior 
House Officer grade Vacant beginning January. Good general 
experience, duties include general surgery with some gynecology. 

Detailed applications to Group Secretary, Westwood Hospital, 
Beverley, Yorkshire 


DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION, 
The Guest Hospital, Dudiey (154 Beds) 


SENIOR HOUSE OFFICER (anesthetics). Post recognised 
for F.F.A. R.C.S. and D.A. Successful candidate will be required 
to visit other hospitals in the Group. 

Applications, giving the names of 2 referees, to the Group 
Secretary, Guest Hospital, Dudley, Worcs. 

HOUSE OFFICER (surgical), pre-registration. Post vacant 
now. 

The Corbett Hospital, Stourbridge (114 Beds) 

HOUSE OFFICER (surgical), pre-registration. Post vacant 
January, 1959 

HOUSE OFFICER (medical), pre-registration. Post vacant 


January, 1959. 
Wordsiley Hospital, 

HOUSE OFFICER (surgical), 
Vacant 

HOUSE OFFICER 
January, 1959. 

Apply Group Secretary, Guest Hospital, 
DUMFRIES AND GALLOWAY ROYAL INFIRMARY. 
SENIOR HOUSE OFFICER in Anesthetics required at above 
ch is recognised as a training hospital for the D.A. 
with particulars of posta previously held, to be 
ary, Dumfries and Galloway Royal Infirmary, 


near Stourbridge (478 Beds) 


pre-registration. Post now 


(medical), pre-registration. Post vacant 


Dudley, Worcs. 


Dum frie 
DURHAM. DRYBURN HOSPITAL. 
HOUSE AU RGEON (general surgery 
tion appointment. Post vacant lst February, 
HOUSE PHYSICIAN (general medicine). Approved 
registr appointment Post vacant Ist February, 
Apply witt ind addresses of 2 referees, to 
Secretary, Dryburn Hospital, Durham. 


EAST GRINSTEAD, SUSSEX. 


(310 Beds.) 
Approved pre 
1959. 


registra- 


pre- 
1959. 
Group 


ation 


names 


QUEEN VICTORIA 


HOSPITAL (Plastic Surgery and Jaw Injuries Centre). TUNBRIDGE 
WELLA GROUT =PITAL MANAGEMENT COMMITTEE. Applications 
ir rresident appointment of SENIOR HOUSE OFFICER 


d fe 


Ist February, 1959. Duties in anesthesia 


it heties, vacs 
for b neral and plastic surgery. Post recognised for exam- 
inatie D.A. and F.F.A. R.C.S 

I stating qualifications, experience, age, and names of 3 
refe to Group Secretar Sherwood Park, Pembury-road, 
Tunbridge Wells, as soon as possible 


EDGWARE GENERAL HOSPITAL, Edgware, Middiesex. 


(647 Beds NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Locum Tenens SENIOR REGISTRAR in Diagnostic 
Radiology required for an indefinite period from 10th Jannary, 
1959, at above Hospital. Whole-time services preferred, but 
part-time offer will be considered 

Apply immediately to the Medical Administrator. 
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EDGWARE GENERAL HOSPITAL. Junior 

MEDICAL OFFICER, non-resident, required in the 

Department at Edgware General Hospital (704 Beds). 
and giving details 


Hospital 
Casualty 


Apply, stating age, nationality, qualifications, 
of experience, together with the names and addresses of 2 referees, 
to Group Secretary, Edgware General Hospital, Edgware, 


Middlesex, by 3rd January, 1959. 

EDINBURGH. PRINCESS MARGARET ROSE ORTHO- 
PEDIC HOSPITAL. Applications are invited from registered 
medical practitioners for appointments of 6 months’ duration 
from Ist April, 1959, as SENIOR HOUSE OFFICERS (resident) 
in the above Hospital. Duties may include both adult and child 
patients. National Health Service scale. 

Applications, stating age, qualifications and experience, and the 
names of 2 referees, to be sent to the Secretary, Edinburgh Central 
Hospitals, 1, Rillbank-terrace, Edinburgh, 9. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEONS (pre-registration). 2 required. 
considered. Vacant mid- 


Fully registered practitioners will be 

February. General surgical duties with some orthopedics. Both 

posts recognised for the F.R.C.S. 6 months’ appointment. 
Apply, with the names and addresses of 2 referees, to the 

Group Secretary, Enfield Group Hospital Management Committee. 

EPPING. ST. MARGARET'S HOSPITAL. Locum 

Tenens REGISTRAR (anesthetics) required for 1-2 months. 


Please write or telephone the Hospital Secretary, St. Margaret's 
Hospital, Epping (telephone Epping 2224) 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom 
RESIDENT HOUSE OFFICER (obstetrics anc 


SURREY. 
gynecology) required end of January. Pre-registration post. 
tecognised in obstetrics by the College for M.R.C.O.G. and 
D.Obst. R.C.0.G. purposes. 

stating age, qualifications and experience, with 


Applications, 
copies of 2 recent testimonials, should be se nt as soon a8 possible 


to Group Secretary at above address. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 


SURREY. RESIDENT HOUSE PHYSICIAN required Ist 
February. Pre-registration post. 
stating age, qualifications and experience, with 


Applications, 
copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE PHYSICIAN required lat 
February. Fully registered post. Duties at above Hospital and 
Annexes include general medicine, geriatrics, peeditarics, and 
dermatology. 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 


ROYAL DEVON AND EXETER HOSPITAL. 


EXETER. 

(322 Beds.) Applications are invited from registered medical 
practitioners for the appointment of SENIOR HOUSE OFFICER 
(ansest hetics ) tesident or non-resident. Vacant 4th February, 


post is recognised for the F.F.A. R.C.S. examination. 
Applications, with copies of 2 recent testimonials, to the Hos- 

pital Secretary by 3rd January, 1959. 

GREAT YARMOUTH AND GORLESTON GENERAL 


1959. The 


HOSPITAL, DENE SIDE, GREAT YARMOUTH. (134 Beds.) Applica- 
tions are invited for the appointments, vacant 26th January, 
1959, of HOUSE SURGEONS (2), Male or Female. House 


Officer or Senior House Officer status. Posts recognised for pre- 


registration service. Opportunity for obstetric experience. 
Membership of a Medical Defence Society is a condition of 
appointment 
Applications, giving full details, together with names of 2 
referees, to Hospital Secretary. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
HOUSE PHYSICIAN required. Post vacant Ist January, 1959. 
Apply to Secretary, Royal Halifax Infirmary, Halifax. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 


HOUSE SURGEON required for E.N.T./Eye duties. Post vacant 


now. 
Apply to Secretary, Royal Halifax Infirmary, Halifax. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (146 
Beds.) Applications are invited for the pre-registration post of 
HOUSE SURGEON for General Surgical and Urological Surgery. 
The Hospital is the main surgical unit in the Group with a 
resident staff of 4. The post is recognised for F.R.C.S., for which 
it offers excellent experience. The appointment is for 6 months 
and falis vacant in mid-January. 
Applications, stating age, nationality, qualifications and 
experience, with copies of 3 recent testimonials, or the names of 
2 referees, should be submitted to the Administrator by 29th 


December, 1958 
HASTINGS. ST. HELEN'S HOSPITAL. (491 Beds ) 
HOUSE SURGEON required. Pre-registration post, recognised 
for F.R.C.S. Resident staff of 5. Now vacant. 


Applications immediately to Hospital Administrator. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London. ) Applications are invited for the 
appointment of RESIDENT CASUALTY OFFICER (Senior 
House Officer grade) with otiad hment to Perediatrician and 
Ophthalmic Consultant. Salary £819 10s. p.a., less £150 p.a, 
residential emoluments. Recognised under F.R.C.S. regulations. 
Appointment to commence 22nd December, 1958. Applicants 
offering short-term locum periods cogsidered. 

Apply, with full details and references, to Group Secretary, 
Hertford Hospital Management Cemmittee, Hertford County 
Hospital, Hertford, Herts 
HERTFORD COUNTY HOSPITAL. 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SURGEON, General (first or second 
post), to commence 19th January, 1959. Pre-registration post, 
recognised under F.R.C.S. regulations. Applications will also 
be considered from fully registered practitioners. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 


(171 Beds. Hospital 


| 
| 
4 


20 DECEMBER 1958 
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HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital IPSWICH AND EAST SUFFOLK HOSPITAL (Heath- 
(280 Beds.) HOUSE SURGEON (pre-registration ) 


invited for the 
22nd 
=. 


situated 21 miles from London.) Applications ar« 
appointment of HOUSE SURGEON (general surgery 
logy and obstetrics) (first or second post). To commence 
December, 1958. Pre-registration post, recognised under F.R.C. 
regulations. 
Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. WwesT 
HERTS HOSPITAL. 2 HOUSE SURGEONS (pre-registration) 
required. Posts vacant January. 
Applications, giving full details 
should be sent to the Hospital Secretary 
HEMEL HEMPSTEAD. ST. PAUL'S AND WEST HERTS 
HOSPITALS NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR in Clinical Pathology required at above 
Hospitals. Post now vacant. Hospitals may be visited by direct 
appointment. 


for reference, 
as possible. 


and 2 names 
as soon 


to secretary, 


Application form obtainable from and returnable ; 
West Herts Group Hospital Management Committee, 9, Rick- 
mansworth-road, Watford, Hertfordshire. 

HOUNSLOW HOSPITAL, Staines-road, Hounslow, Mid- 
DLESEX. (75 Beds-general acute.) STAINES GROUP HOSPITAT 
MANAGEMENT COMMITTED Locum RESIDENT SURGICAI 
REGISTRAR required for 4 weeks from Monday, 5th January, 


1959 
Applications to the Secretary. 

HUDDERSFIELD. MILL HILL HOSPITAL. 

HUDDERSFIELD HOsSPiTAl COMMITTEE, 


(164 Beds.) 
Applica 
MEDICAL 


tions are invited for the post of RESIDENT 

OFFICER (Junior Hospital Medical Officer grade), £8352 10s. 
£55-£1182 10s. p.a., at the above Hospital. The present alloca 
tion of beds is 28 for infectious diseases and 136 for geriatric 


patients. 
Applications, together with copies of 3 recent 
be addressed to the undersigned as soon as possible. 
J. JOHNSON, Group Secretary, 
Huddetstield Hospital Management Committee. 
The Royal Infirmary, Huddersfield. 


HUDDERSFIELD ROYAL INFIRMARY. 


testimonials, to 


(285 Beds.) 


HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. The post 
is recognised as a pre-registration appointment and for the 


Salary in accordance with national scale. 

together with copies of 3 recent testimonials, t 

undersigned as soon as possible. 

H. J. JOHNSON, Group Secretary, 
Huddersfield Hospital Management Committee, 

The Royal Infirmary, Huddersfield. 


MUDDERSFIELD ROYAL INFIRMARY. 


F.R.C.S. 
Applications, 
be addressed to the 


Huddersfield 


HOSPITAL MANAGEMENT COMMITTEE Applications are invited 
from provisionally registered medical practitioners for the post 
of HOUSE SURGEON to the Princess Royal Maternity Home 
(57 Beds) to commence duty on Ist February, 1959. The holder 
of the post, which is recognised for the D.Obst.R.C.0.G., will 
have access to the abnormal maternity and gynaecological beds 
at The Royal Infirmary The Department is under the control 
of 2 Consultant Obstetricians and Gynecologists. Salary in 


national scale. 
with of 3 
undersigned. 

. J. JOHNSON, Secretary to the 

The Royal Lofirmary, Huddersfield. 

HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN, Prediatric Unit. Duties at 
Victoria Children’s Hospital for 3 months followed by 3 months 
General Hospital An inter 


accordance with 
Applications, 
addressed to the 


copies recent testimonials, to be 


Management Committee. 


on the pediatric wards, Western 

esting and varied post which includes outpatient and casualty 
work. This appointment, which commences on Ist February, 
1959, is recognised for the D.C.I 


secretary, 


Apply, giving experience, testimonials, &ec., to the 
Victoria Hospital for Sick Children, Park-street, Hull. 
ILFORD. KING GEORGE HOSPITAL, Eastern-avenue, 


ILFORD, BSSEX. There will be a vacaney for a HOUSE 
PHYSICIAN at above Hospital on 23rd January, 1959. First 
or second post pre-registration. The post will be tenable for 
6 monthe. 

Applications, giving full particulars and accompanied by 
testimonials, should De sent to the undersigned within 7 days of 
the appearance of this advertisement 

H. F. Group Secretary, 
Ilford and Barking Group 
King George Hospital. Hospital Management Committee. 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 


PHYSICIAN, General Medical Unit. Vacant 5th February, 1959. 
Pre-registration. 

Applications, stating age nationality, qualifications and 
experience, to Group Secretary, South West Middlesex Hospital 
Management Committee, West Middlesex Hospital, Isleworth, 
Middlesex, by 30th December, 1958. 


(129 Beds for 


ST. HELEN'S HOSPITAL. 
long-stay ortho 


IPSWICH. 
pulmonary tuberculosis, 


infectious diseases, 


peedics and geriatrics. The area Chest Clinic is in the Hospital.) 
HOUSE PHYSICIAN required (Senior House Officer grade). 
Accommodation available for married man. 

Applications to JOHN WILLIAMS, Group Secretary, Ipswich 


Group Hospital Management Committee, at Broughton House, 


Broughton-road, Ipswich. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Angliesea- 
ROAD WING). (350 Beds.) Applications invited for SENIOR 
HOUSE OFFICER to Fracture and Orthopedic Department. 
Post recognised for F.R.C.S. examinations. The Department has 
about 60 Beds and a large outpatient attendance, offering wide 
experience, 

Applications, stating age, 
with copies of recent testimonials, 


nationality and experience, together 
to Hospital Secretary. 


ROAD WING) 
to General Surgeons 

Applications, with full details 
monials, to Hospital Secretary. 
KETTERING AND DISTRICT GENERAL HOSPITAL, 
NORTHAMPTONSHIRE. Applications are invited for the post of 
HOUSE SURGEON (pre-registration) vacant now. Post recog- 
nised for F.R.C.S. 

Applications, stating age, experience 
together with copies of 3 recent testimonials, 
Group Secretary at the above address. 
KETTERING GENERAL HOSPITAL, Kettering. Appli- 

invited from registered medical practitioners for the 
of SENIOR HOUSE OFFICER in Pa 


and copies of 3 recent testi- 


qualifications, 
sent to the 


and 
to be 


cations are 
appointment 


vacant Ist January, 1959. Post recognised for LD. 
Applications, yg ~ with copies of 3 recent testimonials, 
should be sent to the Group Secretary as soon as possible. 


KETTERING GENERAL HOSPITAL, Kettering. (144 


invited from re gistered medical practi- 


Beds.) Applications are 
tioners for the post of SENIOR HOUSE OFFICER in Anes- 
thetices, vacant now. Post recognised for D.A. 


giving details of qualifications and experience, 
and enc losing copies of 3 recent testimonials, to be sent to the 
Group ‘tary, Kettering and District Hospital Management 
Committee, at the above address. 

KIDDERMINSTER AND DISTRICT GENERAL HOS- 
Applications are invited for the pre- 


Applications, 


See 


PITAL, WORCESTERSHIRE. 
registration post of HOUSE PHYSICIAN at the above Hospital. 
Post vacant January, 1959. 

Applications, with the names of 3 referees, to the Hospital 


secretary 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL, WORCESTERSHIRE. Applications are invited for the pre- 
registration post of HOUSE SURGEON at the above Hospital. 
Post vacant January, 1959 

Applications, with the names 
Secretary. 
LEEDS REGIONAL HOSPITAL BOARD. Senior Regis- 
TRAR vacancies. 
Infectious Diseases 

The duties of this post 
Diseases) Hospital, Leeds (140 infectious diseases 
high average occupancy). The post will be resident, 
experience in infectious diseases is essential. 
Pathology 

Duties at the Regional Transfusion Centre, Seacroft, with minor 
relief duties in General Pathology at St. James’s Hospital, Leeds. 
Over 60,000 bottles of blood taken annually. Previous experience 
in all branches of pathology desirable. Non-resident. 
Psychiatry 

Duties initially at Scalebor Park Hospital, Burley-in-Wharfe- 
dale, Ilkley (396 Beds), and associated hospitals. This Hospital, 
which has a large proportion of amenity beds, has a high admission 
rate and active treatment policy and is associated with the 
Department of Psychiatry, University of Leeds. This post is 
included in a scheme which is designed to provide maximum 
facilities for advanced study and training and the person appointed 
may be seconded at a later date to another hospital within the 
Region in order to gain further experience. At present there is 


of 3 referees, to the Hospital 


(Infectious 
beds with a 
and previous 


are mainly at Seacroft 


acconunodation at this Hospital for a single person, but the pro- 
vision of married accommodation at a future date is being 
considered. (Candidates for this appointment must hold the 
D.P.M. ow equivalent qualification. 


and details of present 
names 


qualifications, 
with dates, together with the 
Secretary, Joint Registrars 


Applications, stating age, 
and previous appointments, 


and addresses of 3 referees, to the 
Committee, Park-parade, Harrogate, by 30th December, 1958 
LEEDS. THE UNITED LEEDS HOSPITALS. The 


invited for the 


GENERAL INFIRMARY AT LEEDS. Applications are 
post of REGISTRAR in the Department of Psychiatry (Leeds 
General Infirmary at Leeds. Some 


University) to work at the 
of psychiatry necessary. 
a higher degree. 


previous experience Opportunities are 


available for study for 


Applications, including 3 names for referenee, to be sent to 
the Sub-Dean, The School of Medicine, Leeds, 2, not later than 
Ist January, 1959 
LEEDS. THE “UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. Applications are invited for the 
post of HOUSE SURGEON (pre-registration) to the Genito- 
urinary Department. Applications will be considered from candi- 
dates who have completed pre-registration, in which case the 
post will be paid at Senior House Officer level 

Applications, stating age, qualifications, experience, and 3 
names for reference, to be sent to the Secretary to the Board, 
The General Infirmary, Leeds, 1, as s00n as possible. 

LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. REGISTRAR in Urology 


required for a period of 1 year in the first instance. Renewable 
for second year. Post offers good experience either to candidates 
having already embarked upon training in general surgery or to 
those who wish to specialise in urology. Whitley conditions of 
service apply. 


Applications, qualifications, previous 


should be sent to the 
not than 


stating age, experience, 
posts, with dates, and 3 names for reference, 
Sub-Dean, The Medical School, Leeds, 2, by 
Ist January, 1959. 
LEICESTER GENERAL HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER to the 
Surgical Department (240 Beds), vacant 4th February, 1959. 
appointment is tenable for 12 months, and is recognised 
* the F.R.C.S. It consists of 6 months General Surgery and 
6 months in 6 special departments of Orthopedics, Plastic 
Surgery and E.N.T. 

Applications, with copies of 3 
Secretary, Leicester No. 1 Hospital 
The Leicester Royal Infirmary, by 3rd J 


later 


testimonials, to Group 
Committee, 
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LEICESTER ROVAL phe mh Applications are MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
nvited ‘ | of SENIOR HOUSE OFFICER (141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
e | \ lr. Department, for a period of 12 months commencing CASUALTY OFFICER (Senior House Officer). Recognised for 
J ery The post is gnised rthe D.L.O. and US Salary £819 10s. a vear, less £150 a year for board and 
Am tions stating jualifications and)» experience, lodging. Post vacant February, 1959. 

“ez with copies of recent testimonials, to the Group Secre Applications to the Administrative Officer at the Hospital. 
ry, No. 1 Hospital Management Committee, The Leicester MIDDLESBROUGH GENERAL HOSPITAL, Ayresome 
Infirt forthw Green-lane, MIDDLESBROUGH (305 Beds.) SOUTH TEES-SIDE 
LICHFIELD. hd MATTHEW'S HOSPITAL, Burntwood, HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
(\PPORDSHIRE ‘) mental beds BURTON-ON for the appointment of SENIOR HOUSE OFFICER (ortho- 
RENT HOSPITAL MANAGEMENT MMITTE! JUNIOR HOS peedics) at the above Hospital rhe post is recognised for the 
PITAL MEDICAL OFFICER (psychiatry) required. Resident F.RLC.S. examination and includes some duties in the Casualty 
‘ dation available This is «a me nde rm mental hospital Department, which is under the supervision of a full-time Senior 

indertaking all forms of treatment and providing facilities for Casualty Officer 

king the D P.M Applications, stating age, qualifications and experience, 
with 2 references, to the Medical Superintendent together with 2 names for reference, should be sent to the 


LINCOLN COUNTY HOSPITAL, Lincoln. 
, invited fror Men and Women for 


is pplic 
2 posts of N1 Hol SE SURGEON. These are approved 
| trist posts w will be vacant on 23rd January 
i 1 Feb, 1959, respectively The duties are with 
(iene If tisfactory ndidates will be appointed 
foras i 6 onths as House PI icians 
Ar ns, wit! Dv stimonials, should be sent to the 
Group Secret Lincoln County Hospital, as soon as possible, 
MACCLESFIELD HOSPITAL (Infirmary Branch). (100 
se ‘re-registration HOUSE OFFICER in Surgery Acute 
Sure I of 100) Beds Recognised for F.R.C.S. pur 
M wsualty uties undertaken by Senior Resident 
\ liately to Group Secretary Macclesfield and 
tu Management Committee Willerby House, 
street Max sfield together with names and 
MANCHESTER. BAGULEY HOSPITAL. (402 Beds.) 
H MANCHESTER HOSPITAL MANAGEMENT OMMITTEE Appl 
vited for the post of SENIOR HOUSE OFFICER 
I vit s a large Thoracic Unit fully 
f t iatment of tuberculosis 
! . ed e Hospital is a Chest 
‘ I ffers t litles experience in 
“ t of 4 uffering from 
1 other f er with chest 
‘ Amy for resea 
stating ag t il ality 
ane es of 2 erees, to be f led to the oup 
secret Withington Hospital. Manct r, 20, immediat 
MANCHESTER REGIONAL HOSPITAL BOARD. 
sURGI AL REGISTR AR required 15th February, 1959, in the 
I kburt et Group wit duties mainly at Queen's 
k bu 640 nly general beds Post 
comnised for F.R.C.S 4 furnished house will be available, on 
nt f rm im 
Appleation forms (Group Secretary, 
Hospita Manager Royal Infirmary, 
Blackburn. I 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EVE HOSPITAI Applications are invited for 
tl pest of RESIDENT SURGI OFFICER Registrar 
Apr ition forms may be obtained from the undersigned 
H. KR. NorTH 
‘ il Superintendent, Manchester Royal Eve Hospital 
MANCHESTER VICTORIA MEMORIAL JEWISH HOS- 
PITA tarian 104 Beds lications are invited 
f - ident | st of SENIOR HOUSE ‘OFFICER in Surgery, 
te t * Deputy Re lent Surgical Officer Recognised for 
F.K.C.S. Vacant 28th J lar 1959 
4 6 ! 2. wit es of 2? referees, by 
I) er ( up Secretary, North Manchester 
H t Management Committee, Crumpsall Hospital, Man 
MANCHESTER WEST MANCHESTER HOSPITAL 
MANAGEMEN MMITTE! ECCLES AND PATRICROFT HOSPITAL, 
PCCLES General ospital—_47 Bed RESIDENT SENIOR 
HOUSE OFFICER required The work of the Hospital is 
<ure md there is a busy Casualty Department The 
per ppointed will be 1 of 2 ident Senior House Officers 
Ar tions, givine full details. together with names and 
rddresse f 2 referees, to Group Secretary, Park Hospital, 
Davyhulme, Manchester 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL, 
{ESTER HOSPITAL MANAGEMENT COMMITTE! Appli 
tions are invited from registered practitioners for the post of 
“ENIOR HOUSE OFFICE! E.N.T. Surgery with duties at 
Wrytl nd Withington H vitals 
Ar tior with the names of referees, to be submitted to 
the ¢ » me tar Withington Hospital, Manchester, 20, 
immediatel 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
141 He MID)-KENT HOSPITAI MANAGEMENT COMMITTER. 
Appl ions are invited for the pre-registration post of HOUSE 
RGEON. 6 months’ appointment. Vacant 3rd January. 1959. 
Recognised for F.R.C.S. Salary at the rate of £467 108.-£577 10s. 
p.a. A deduction at the rate of £125 a year is made for board and 
lodging nd oft services provided 
Applica ild be forwarded, as soon as possible, to the 


Officer at the Hospital 


WEST KENT GENERAL HOSPITAL. 


Administrative 
MAIDSTONE. 


141 Beds MID-KENT HOSPITAL MANAGEMENT COMMITTER 
Applications are invited for the pre-registration post of HOUSE 
PHYSICLAN. 6-month appointment. Post vacant mid-February, 
1959. = r it the rate of £467 108.4577 10s. p.a. A deduction 
' of £125 4 year is made for board and lodging, and other 
provided 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 


a8 possible 


Hospital Secretary 


MIDDLESBROUGH GENERAL HOSPITAL, Ayresome 


Gireen-lane, MIDDLESBROUGH (305 Beds.) SOUTH TEES-SIDE 
HOSPITAL MANAGEMENT COMMITTE! Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (general 
surgery) at the above Hospital The post is recognised for the 
FL RAC examination and includes some duties in the Casualty 
Department which is under the supervision of a full-time Senior 
Casualty Officer 

Applications stating age, qualifications and experience, 
together with 2 names for reference, should be sent to the 


Hospital Secretary 
MIDDLESBROUGH. HEMLINGTON HOSPITAL. South 


TEES-SIDE HOSPITAL MANAGEMENT COMMITTE! Applications are 
invited for the appointment of SENIOR HOUSE OFFICER 
surgery) at the above Hospital. The appointment is recognised 
for the F.R.C.S. examinations. The Hospital does not have a 
Casualty Department 

Applications, stating age, qualifications and experience, to 
gether with 2 names for reference, should be sent to the Hospital 


secretary. 


MIDDLESBROUGH. 
184 beds SOUTH 
MITTE? Applications 
OFFICER (surgery) to Surgical 
pital The post is recognised for pre 

Applications, stating age qualifications 
together with 2 names for reference, should 
Hospital Secretary 


MID-GLAMORGAN HOSPITAL MANAGEMENT COM- 


NORTH ORMESBY HOSPITAL. 
TEES-sSIDE HOSPITAL MANAGEMENT ©COM 
invited for the post of HOUSE 
Team No. 2 at the above Hos 
registration service 
and experience, 
be sent to the 


MITTEE. Applications are invited for the following posts falling 
vacant on Ist February, 1959 
Neath General Hospital, Neath (412 Keds) 


HOUSE SURGEONS 
HOUSE PHYSICLTANS. 
HOUSE SURGEONS (obstetrics and gynecology ). 


Bridgend Genera! Hospital, Quarelia-road, Bridgend 


381 Beds 


HOUSE SURGEONS. 

HOUSE PHYSICIANS. 

HOUSE SURGEONS (obstetrics and gynecology). 

These Hospitals are recognised for the major diplomas and 
approved by the General Medical Council for pre-registration 


service 
Applications, 
Secretary of the 


addressed to the 
Neath. 


2 referees, to be Group 


Wind-street, 


naming 
(‘ommittee, 5, 


MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applic eee are invited for the appointment of RESIDENT 
AN ESTHETIST for joint duties at the West Kent General 
Hospital, and the Kent County Ophthalmic and Aural Hospital, 
Maidstone (total beds 254 The post, which is of Senior House 
Officer grade, carries a salary of £819 10s. a year less £150 for 
residential emoluments. Excellent experience under Consultant 
Anesthetists is available, and the post is recognised for the 


F.F.A. examination. 

Applications, stating age, nationality, qualifications and 
experience, together with the names of 2 suitable referees, should 
be forwarded to the Administrative Officer, West Kent General 
Hospital, Maidstone. 


NEWCASTLE GENERAL HOSPITAL. Newcastle upon 


TYNE HOSPITAL MANAGEMENT COMMITTER. Department of 
Neurological Surgers Regional Unit. SENIOR HOUSE 
OFFICER Post recognised for F.R.C.S Now vacant, but 
applications from persons not able to commence until early 
January, 1959, will be considered 


Applications, together with names and addresses of 2 referees, 


should be sent to the Secretary, Newcastle General Hospital, 
Newcastle upon Tyne, 4 

NEWCASTLE GENERAL HOSPITAL. (800 Beds.) 
SENIOR HOUSE OFFICER for Pediatric Department. The 
post, available in February, 1959, offers experience in the whole 
of the peediatric work of the Hospital, including general medicine 
and surgery and special departments. There is a close association 
with the University Department of Child Health. 


2 referees, should 
Newcastle 


with names and addresses of 


Applications, 
Newcastle General Hospital, 


be sent to the Secretary, 
upon Tyne, 4. 


NEWTON ABBOT HOSPITAL. Resident Senior House 


SURGEON, Male or Female, required immediately, to act as 
Casualty Officer and House Surgeor? to special departments, 
together with relief duties. Ability to give outpatient anms- 


Married 
reference . 


quarters available. 
364/41), stating qualifica- 
sent to the 


thetics 
Applications 


advantageous. 
(quoting 


tions, nationality, age, with copy testimonials, to be 
Group Secretary Torquay District Hospital Management Com- 
mittee, Torbay Hos pital, Torquay, South Devon. 


NUNEATON. MANOR HOSPITAL. Senior House Officer 
in Anzathetics. tesident or non-resident. Recognised D.A., 
F.F.A. R.C.S. 

Applications to Hospital Secretary. 
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NEWBURY DISTRICT HOSPITAL, Newbury, Berk- NOTTINGHAM GENERAL HOSPITAL. Senior House 

SHIRE. (90 Beds.) SENIOR HOUSE OFFICER (mainly general OFFICER (anesthetics) required about Ist January, 1959. The 

surgery with some casualty). Post vacant Ist March, 1959. <A post is recognised for the D.A. and the F.F.A. R.C.S. This is a 

ground-floor flat, suitable for a married person, is available. | busy general hospital, giving experience in all branches of 
Applications, giving full details, with 3 names for reference, surgery. 

to Group Secretary, Reading and District Hospital Management Applications, stating age, qualifications and experience, 


Committee, 3, Craven-road, Reading. 
NORWICH. UNITED NORWICH HOSPITALS. Applica- 


tions are invited for the following appointments vacant 
Ist February, 1959. All are pre-registration posts: 
(1) Norfolk and Norwich Hospital, Norwich 
HOUSE SURGEON (2). Post recognised for final F.R.C.S. 
“ee requirements. Duties — ly general surgical. 
JUNIOR CASUALTY OFFICER. 2 Casualty Officers 


employed in the department. 
OBSTETRIC HOUSE SURGEON. 
in the department. 
JUNIOR ORTHOPEDIC HOUSE SURGEON, 
House Officers employed in the department. 
(2) Jenny Lind Hospital for Children, Norwich 
HOUSE SURGEON at this Hospital which forms the entire 
Pediatric Department of the United Norwich Hospitals. The 
duties are under the direct supervision of the Consultant staff of 
the Norfolk and Norwich Hospital. 
(3) West Norwich Hospital, Norwich 
HOUSE PHYSICIAN. Duties include medical and geriatrics. 
The beds at this Hospital are under the control of the Consultant 
Physicians of the Norfolk and Norwich Hospital, and the 
successful candidate will be required to undertake medical duties 


under their supervision. 

HOUSE SURGEON Post recognised for final F.R.C.S 
examination requirements. Duties general surgical and including 
burns and plastic work. The beds at this Hospital are under 
the control of the Consultant staff of the Norfolk and Norwich 


Hospital. 
(4) 


2 House Officers employed 


2 Orthopedic 


(2). 


Norfolk and Norwich Hospital, Norwich 
Applications are also invited for the following appointments 
vacant Ist February, 1959 
SENIOR OBSTETRIC 
Officer status. 2 House 
Post recognised for final D.Obst. R.( 


ments. 

SENIOR ORTHOP -EDIC HOUSE SURGEON. Senior House 
Officer status. 2 Orthopedic House Officers employed in the 
department. Post recognised for final F.R.C.S. examination 

Membership of a Medical 
appointment in each case. 

Applications, giving full details 
Group Secretary, Hospital Management Committee, 
road, Norwich, by 5th January, 1959. 
NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H Applications are invited for the post 
of SENIOR HOUSE OFFICER (surgical) which will be vacant 
early January. The post is tenable for 6 months or a year by 
agreement. 

Applications, with copies of 2 testimonials, should be sent to the 
Secretary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham. 


NOTTINGHAM CITY HOSPITAL. 


HOUSE SURGEON. Senior House 
Officers employed in the department. 
-O.G, examination require- 


Defence Society is a condition of 


with names of 2 referees, to 
St. Stephen's- 


(811 Beds.) Applica- 


tions are invited for the post of HOUSE SURGEON (pre- 
registration) SENIOR HOUSE OFFICER, vacant Ist February, 
1959. 


qualifications and experi- 
3 testimonials, to be 
Hucknall-road, 


nationality, 
f not more than 
City Hospital, 


Applications, stating age, 
ence, together with copies 
sent to the Hospital Secretary, 
Nottingham. 

NOTTINGHAM CITY HOSPITAL. 


(811 Beds.) Applica- 


tions are invited for the post of RESIDENT PATHOLOGIST 
(Senior House Officer). Previous experience an advantage. 
Post vacant Ist January, 1959. 


Applications, stating age, nationality, qualifications and ex- 
perience, together with copies of not more than 3 testimonials, to 
be sent to the Hospital Secretary, City Hospital, Hucknall-road, 
Nottingham. 

NOTTINGHAM CITY HOSPITAL. (811 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT or NON- 
RESIDENT REGISTRAR (thoracic surgery) required immedi- 


ately. Appointment for 1 year in first instance. Thoracic Unit 
at City Hospital undertakes non-tuberculous and cardiological 
cases ; tuberculosis sirgery undertaken at modern unit in nearby 


appointee encouraged to attend. Previous thoracic 
surgical experience desirable. 

Apply to Secretary, Sheffield 
Fulwood-road, Sheffield, by 29th 
nationality, qualifications, present 
with dates, naming 3 referees. 
NOTTINGHAM EYE HOSPITAL. Senicr House Officer 
(ophthalmology ) required. Duties to commence on 23rd Decem- 
ber, 1958. Salary and conditions of service in accordance with 
Ministry regulations. 

Applications, stating age, qualifications and experience, to- 

gether with copies of te stimonials, to be sent to the Group Secre- 
tary, General Hospital, Nottingham. 
NOTTINGHAM. FIRS MATERNITY HOSPITAL. 
(40 Beds.) Required RESIDENT SENIOR HOUSE OFFICER 
(obstetrics), post vacant early February, 1959. Recognised for 
D.Obst. R.C.O.G, Previous experience in obstetrics an 
advantage. 

Applications, with copies of 3 Sectionals, to the Hospital 
Secretary, City Hospital, Hucknall-road, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Pre-registra- 


sanatorium, 
Regional Hospital Board, Old 
December, 1958, giving age, 
and previous appointments 


tion HOUSE SURGEONS required. Duties to commence 
end January/beginning February, 1959. 
Applications, stating age, qualifications, and experience, 


together with copies of testimonials, to be sent to Group 


Secretary. 


together with copies of testimonials, to be sent to the Group 

Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Senior House 

OFFICER (orthopedic and fracture) required. Duties to com- 

mence early January, 1959. Post offers exceptional experience 

in traumatic surgery. 
Applications, stating age, 

together with copies of testimonials, 

Secretary. 

NOTTINGHAM GENERAL HOSPITAL. 


experience, 
Group 


qualifications and 
to be sent to the 


Senior House 


OFFICER (surgery) required. Duties to commence about 
19th January, 1959. 
Applications, stating age, qualifications, experience and 


nationality, together with copies of testimonials, to be sent to the 
Group Secretary, General Hospital, Nottingham. 

NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 
registration HOUSE PHYSICIANS required. Posts vacant mid- 


January, 1959, and early February, 1959. 
Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to Group 


Secretary. 


NOTTINGHAM GENERAL HOSPITAL. E.N.T. Depart- 


ment. A SENIOR HOUSE OFFICER (E.N.T.) required at the 
above Hospital. This post is recognised for the D.L.O. and 
F.R.C.S. examinations. Salary and conditions of service in accord- 


ance with Ministry regulations. Duties to commence as soon as 
possible. 

Applications, stating age, qualifications, experience, and 
nationality, together with copies of testimonials, to be sent to the 
Group Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (casualty). 
Duties to commence as soon as possible. 

Applications, stating age, qualifications and experience, to- 
gether with copies of testimonials, to be sent to the Secretary, 
General Hospital, Nottingham. 


NOTTINGHAM. HIGHBURY HOSPITAL, Bulwell, 
NOTTINGHAM. SENIOR HOUSE OFFICER (surgical) required. 
Duties to commence 5th January, 1959. Good opportunity for 
suitable candidate to gain experience in operating. This post is 
an exce ile nt one for candidate who wishes to sit for Final F.R.C.S. 
examination in the near future. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be sent to the Hospital 
Secretary. 
NOTTINGHAM. HIGHBURY HOSPITAL, Bulwell, 
NOTTINGHAM. Applications are invited from fully qualified 
medical practitioners for the post of SENIOR HOUSE OFFICER 
(obstetrics) in the Obstetrical and Gynecological Departments 
(48 obstetrical beds © * gynecological beds, and a small block for 
puerperal pyrexia ). nis Hospital is recognised for training for 
the membership anc ploma in obstetrics examinations. Duties 
to commence on Is: vanuary, 1959. Preference will be given 
to candidates who have experience in obstetrics and gynecology. 
Terms and conditions of service as laid down by the Ministry 
of Health. 

Apply, stating age, qualifications, and experience, 
with copie® of testimonials, to Hospital Secretary. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar in 
Orthopedic and Accident Surgery to the Reading Group of 
hospitals. Recognised for the F.R.C.S. The appointment will be 
for 1 year and eligible for extension of 2 years. 

Applications, on forms obtainable from the Secretary, Regis- 


together 


trars Committee, 43, Banbury-road, Oxford, to reach him by 
3rd January, 1959. 

OXFORD REGIONAL HOSPITAL BOARD. Locum 
REGISTRAR in E.N.T. Surgery, Royal Berkshire Hospital, 


Reading, required from 26th January, 1959, for approximately 
14 weeks 

Applications, stating the 
43, Banbury-road, Oxford. 
OXFORD. THE UNITED OXFORD HOSPITALS. The 
RADCLIFFE INFIRMARY. Applications are invited for the post of 
REGISTRAR RESEARCH ASSISTANT the Accident 
Service to commence on 14th January, 1959. The duties of this 
post will be divided equally between the clinical duties of the 
Registrar appointment, and research work in the Department, 
under the supervision of the Director of the Accident Service. 

Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received as soon as 
possible. 
OXFORD. UNITED OXFORD HOSPITALS. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
in the Accident Service, Radcliffe Infirmary, commencing Ist 
February, 1959, for a pe riod of 6 months. 

Applications, stating age, qualifications and experience, to- 
gether with 2 names for reference purposes, should be received by 
the Administrator, Radcliffe Infirmary, by 3rd January. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

HOUSE SURGEON, pre-registration post, vacant immediately. 
Devonport Section. 

OUSE SURGEONS, pre-registration posts, vacancies, 

Ist January, 1959. Freedom Fields Section. 
HOUSE SURGEONS, pre-registration posts, vacancies, 1 
immediately, and 9th January, 1959. Greenbank -road Section. 
All posts are recognised for the F.R.C 
Apply with names of 3 referees, also pe age, nationality, 
qualifications and experience, to the Group Secretary, 7, Nelson- 
gardens, Plymouth. 
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PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank-road, PLYMOUTH. HOUSE PHYSICIANS, 
pre-registration posts, vacancies Ist and 14th January, 1959. 


mimes of 3 referees, also stating age, ni ations ality, 


qualifications and experience, to the Group Secretary, Nelson 

gardens, Plymouth 

PLYMOUTH. SCOTT ISOLATION HOSPITAL. House 
resident, Male), post vacant 9th January, 1959. 


PHYSIC IAN 


Rees ed pre-registration post which offers excellent experience. 


Applications to the Group Secretary, Plymouth Special 
Hospital Management Committees Nelson-gardens, stoke, 
Pl outh 
PLYMOUTH. SCOTT ISOLATION HOSPITAL. Piy- 


OMMITTER. Applications 


MOUTH SPECIAL HOSPITAL MANAGEMENT « 
ul the appointment of SENIOR HOUSE OFFICER 
from tered medical practitioners who have preferably 
be i for 1 year, and have had previous hospital experi 
t es, in 2 departments, will be chiefly in connection 
wi ind venereal diseases, the former including a sub 
at t rtion of cases in children rhe varied clinical work, 
medical cases, provides valuable experience 
part o those reading f t higher medical degree, or 
eont plating general practice Phe appointment will be forl 
‘ ‘ I st January, 1959. There is accommodation for 
the 1 or single indidat« 
Ap itions, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Plymouth Special Hos 
pital Management Committee, 8, Nelson-gardens Stoke, 


Plymouth 
PONTEFRACT GENERAL INFIRMARY. House Surgeon 


required This is an approved pre-registration post under 
Medical Act, 1950, but applications will be considered from 
fully registered practitioners. Hospital approved under F.R.C.S 
resulat rrovides excellent surgical experience Married 
ace lable Post vacant 19th December, 1958 


on #8 possible to the Secretary, Po 


Applica 
Great Northern 


t i 
and Castleford i He spital Management Committee, 
House, Salter-row, Pontefract, Yorkshire 


POOLE GENERAL HOSPITAL, Poole, Dorset. (320 


Bed- BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGEMENT 

MMITTE? Locum SENIOR RESIDENT SURGICAL OFFI 
CEE required from 29th December, 1958, to 7th January, 1959, 

Ay pli ns to the Hospital Secretary 
POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE 
Locum REGISTRAR in Anesthetics required from 29th 
Lx ber, 1958, to Lith January, 1959, inclusive 

Applications to the Hospital Secretary 
PORT TALBOT ras. Hospital-road, 
PORT TALBOT 85 ds MID-GLAMORGAN HOSPITAL MANAG 
MENT OMMITTEF sitions are invited for the following 
vaca 

SENIOR HOUSE OFFICER (general surgery 

SENTOR BOUSE OFFICER general medicine 

Ap tior naming 2 referees, to be addressed to the Group 
Secretary of the Co ttee, &§, Wind-street. Neath 


CHORLEY HOSPITAL MANAGEMENT 


COMMITTEt in Pathology with main duties in 
hematology and blood tr iB: m This post ix in the newly 
I eted Group Laboratory at Preston Royal Infirmary 


tions forms Royal 


iVallable from (sroup Secretary, 
Infirmary, Preston, Leeds 
PRESTON ROYAL INFIRMARY. Locum Senior House 
OFFICER in Casualty Post vacant mid-December to mid- 
February 
4 ications, with names of 2 referees, to Group Secretary, 
Preston and Chorley Hospital Management Committee, Royal 


Infirmary, Preston, Lancashire 
PORTSMOUTES GROUP HOSPITAL MANAGEMENT 
COMMITTEE SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
ARD Applications are invited for the post of SURGICAL 
tt EGISTRAR with duties mainly at Saint Mary Hospital (120 
surgical beds Vacant Ist January, 1959. The post will include 
duties in the Department of Thoracic Surgery (15 Beds). The 
successful candidate must hold the F.RLC.S 
Application forms, obtainable from the Group Secretary, Saint 
Mary's Hospital, Portsmouth, returnable by 22nd December 
1958 Canvassing will disqualify Candidates may visit the 
Hospital by arrangement with the Group Secretary 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE 
Saint Mary's Hospital (surgery 
HOUSE OFFICER (pre-registration ) 
1459 
Royal Portsmouth Hospital (medical 61 medical beds) 
HOUSE OFFICER (pre-registration). Vacant 19th January, 


120 surgical beds) 
Vacant 30th January, 


1959 
“ENIOR HOU SE OFFICER required in Orthopedic Depart- 
ment (104 orthopedic beds Vacant now 


On THOP bi HOUSE OFFICER (pre-registration). 


Vacant now 
Queen Alexandra Hospital (medical 


78 medical beds) 


HOUSE OFFICER (pre-registration ). Vacant Ist January, 
1959 
Saint Mary's Hospital 
SENIOR HOUSE OFFICER (anmsthetics). Vacant now. 


Post offers experience in most branches of anssthesia, including 
theracic surgery, midwifery, and respiratory poliomyelitis. 
6 Consultant Anwsthetists practise in the Group. 

SENIOR HOUSE OFFICER (obstetrics and gynecology) 
(82 obstetric and 50 gynecological beds). Vacant now. Post 
recognised for M.R.C.O.G. 

Applications, stating age, experience and qualifications, to- 
gether with the names of 2 referees, should be forwarded as soon 
as possible to E. H. Hurst, St. Mary’s Hospital, Milton-road, 
Portamouth. 
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PORTSMOUTH GROLe HOSPITAL MANAGEMENT 
COMMITTEE Applications are invited for the post of Locum 
SENIOR ANESTHETIC REGISTRAR in the Portsmouth 
Group Post available approximately 26th January, 1959, for 
2 months in first instance 

Applications in writing should reach the Group Secretary, 
Saint Mary Hospital, Portsmouth, by 29th December, 1958. 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, KEDHILL, SURREY. Locum HOUSE PHYSICLAN required 
for 2 weeks from 27th December, 1958. 

Apply to Hospital Secretary 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTE?P 2 HOUSE OFFICERS (surgery) required 
immediately for busy Surgical Units in Birch Hill Hospital and 
Rochdale L[nofirmary These posts are recognised for F.R.C.S. 
qualification and offer excellent experience. 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lanes 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTER. ROCHDALE INFIRMARY. RESIDENT SENIOR 
HOUSE OFFICER (surgery) required. This post is recognised 
for FRACS. qualification and offers excellent experience. 

Apply at once to the Group Secretary, Central Offices, Birch 
Hill Hospital, Rochdale, Lanes 
ROCHESTER. ST. BARTHOLOMEW'S HOSPITAL. 
MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT COMMITTER. 
Applications are invited for the resident post of CASUALTY 
OFFICER (Senior House Officer grade 1 of 2 in department) 
vacant January Tenable for 6 or 12 months. Salary £819 10s. 
less £150 


Applications, stating age nationality, qualifications and 
experience, with recent testimonials, to the Hospital Secretary. 
ROCHFORD GENERAL HOSPITAL, Essex. (620 Beds.) 
RESIDENT SENIOR HOUSE OFFICER ygequired to work in 
the Chest Unit (72 Beds) at the above Hospital and at the 
Lancaster House Chest Clinic, Southend-on-Sea, to commence 
approximately mid-January Good experience in general medi- 
cine essential, and previous experience in tuberculosis and diseases 
of the chest desirable. 

Applications, stating age, &e., to the Secretary by 27th 
December, 1958 
ROMFORD, ESSEX. OLOCHURCH HOSPITAL. Resi- 
DENT PATHOLOGIST (Senior House Officer grade) This 
post now Vacant provides valuable experience by rotation 
through all departments of this large Group Laboratory and is 
recognised for the purposes of the Diploma in Pathology. Pros 
pective indidates are invited to visit the laboratory. 

Applications should be sent, with testimonials or the names 
of 2 referees, as soon as possible to the Secretary, Romford Group 
Hospital Management Committee, Oldchurch Hospital, Romford. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
seals SENIOR HOUSE OFFICER required from 19th Janu- 
wy, 1959, in the Obstetric and Gynecological Unit consisting of 
8S obstetric and 52 gynecological beds Post recognised for the 
D.Obst. and 

pplications should be 


4 addressed to the Secretary, Romford 
Group Hospital Management Committee, at the Hospital as soon 
is possible 


ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) RESIDENT GYNACOLOGICAL AND OBSTETRIC 
HOUSE SURGEON (preferably Female) required from 27th 
January, 1959 Post recognised for pre-registration (surgical). 
Qualified medical practitioners may apply Unit comprises 35 
gymecological and 6 obstetric beds for abnormal midwifery (about 
200 deliveries per year 

Applications should be addressed immediately to the Medical 
stating names of 2 referees. 
RUSH GREEN HOSPITAL. (301 
PHYSICIAN (Male or Female) 
required from 23rd January, 1959 This Hospital provides for 
acute medical, surgical and infectious patients. The post, which is 
also open to pre-registration candidates, offers good opportunities 
for gaining experience in both fevers and general medicine. 

Applications should be addressed immediately to the Medical 
Superintendent, stating names of 2 referees 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds RESIDENT HOUSE OFFICER $ (general surgery), 
Male or Female, required from 6th January, 1959. Post is 
recognised for pre-registration purposes and for F.R.C.S. 

Applications should be forwarded immediately to Medical 
Superintendent, stating also names of 2 referees. 


RUSTINGTON, SUSSEX. ZACHARY MERTON MATER- 


~uperintendent, 


ROMFORD, ESSEX. 
Beds.) RESIDENT HOUSE 


NITY HOSPITAL (5 Beds.) WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTED Applications are invited for a RESI- 
PENT HOUSE OFFICER (preferably Female) post vacant 


24th January, 1959 Salary £467 10s.-£577 10s. p.a., according 
to experience, less £125 p.a. for emoluments 
Applications to be submitted to the undersigned immediately. 
\. V. OakTON, Group Secretary, 
Worthing Group Hospital Management Committee. 
129, Brighton-road, Worthing, Sussex. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of RESIDENT HOUSE PHYSI- 
CLAN for a period of 6 months from 19th February, 1959. Post 
open to pre-registration candidates, 


Apply, naming 2 referees, to Group Secretary, Salisbury 
Group Hospital Management Committee, Odstock Hospital, 
Salisbury 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) Vacancy end of January for HOUSE PHYSICIAN 


(resident), Senior House Officer pre-registration, busy depart- 
ment with general medicine, pediatrics, skins, and eyes, large 
outpatient clinics all offering good opportunity for acquiring 
expenence 

Applications, naming 2 referees, to Group Secretary, 
thorpe Hospital Management Committee. 


Scun- 
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SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment, which 
will be for 1 year in the first instance, of REGISTRAR in Obstet 
rics and Gymecology at Robroyston Hospital and the Royal 
Samaritan Hospital for Women, Glasgow, and on a yearly 
rotational basis at the Royal Infirmary and the Rankin Memorial 
Hospital, Greenock. Appointment will be to the Greeriock hos- 
pitals in the first instance. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Kegional Hospital Board, 64, West 
Regent -street, Glasgow, ©.2, by 3rd January, 1959. 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. (411 Beds.) HOUSE SURGEON, post recognised by 
R.C.S. for Fellowship; entails duties in general surgery and 
orthopredics vacant Ist January 

Applications to Secretary, Southlands Hospital. 

4. V. OAKTON, Groyp Secretary, 

Worthing Group Hospital Management Committee. 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. (411 Beds.) Locum SURGICAL REGISTRAR for an 
indefinite period from 27th December, 195%. 

Apply Hospital Secretary, Southlands Hospital, as soon as 
possible. A. V. OAKTON, Group Secretary, 

Worthing Group Hospital Management Committee. 
SHEFFIELD, 5. CITY GENERAL HOSPITAL. Applica- 
tions are invited for the resident post of HOUSE PHYSICIAN 
(pediatrics) (Intern or Senior House Officer). Vacant 15th 
January, 1959 tecognised for D.C.H. 

Apply, giving full details of qualifications, past and present 
appointments, and the names of 2 persons for reference, to the 
Group Secretary, Sheffield No. 1 Hospital Management Com- 
mittee, Lyndhurst, Nether Edge Hospital, Sheffield. 11 
SHEFFIELD NO. 4 HOSPITAL MANAGEMENT COM- 
MITTEE SHEFFIELD REGIONAL HOSPITAL BOARD. HKadiotherapy 
Services. Medical Men and Women desirous of taking up radio- 
therapy are invited do apply for the post of RESIDENT 
RADIOLOGICAL OFFICER at Sheffield. The appointment will 
have the status of a Senior House Officer on a salary of £819 10s, 
p.a. Approved courses for the D.M.R.T. (R.C.P. & 8.) are held 
at the Sheffield National Centre for Radiotherapy and will be 
open to the successful candidate, facilities being given to attend 
these. Should the appointee hold a high medical qualification 
or be in possession of the D.M.R.T. or have passed Part I of the 
examination for the Diploma, his status will be that of Registrar. 

Applications for further particulars should be addressed to the 
Secretary, Broom Cross, Tree Root Walk, Sheffield, 10. 
SHREWSBURY. ROYAL SALOP INFIRMARY. Chil- 
PREN'S UNIT. Locum SENIOR HOUSE OFFICER or HOUSE 
OFFICER (pediatric) required 12th-25th January, 1959. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 


SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT AN-ESTHE- 
TIST (Senior House Officer). Post recognised for F.F.A. R.C.S. 


tegistrar also employed. Vacant 24th January, 1959. 

Applications and copy testimonials to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL, (500 Beds.) SENIOR HOUSE OFFICER 
(gynecological). 50 gynecological beds and 2 House Surgeons. 
Posts recognised for M.R.C.O.G. Vacant early January, 1959. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 

AMENDED ADVERTISEMENT 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD Applications are invited for an appointment as 
Whole-time REGISTRAR in Anesthetics to fill a vacancy in 
the Bromley Group of hospitals. This post is recognised for the 
Pe R.C.8. and the D.A. examinations, a fact which was 
omitted in error from the advertisement which appeared on 
29th November, 1958. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staff (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
40, Eastbourne-terrdce, London, W.2, not later than 31st 
December, 1958. 

SOUTHEND. GENERAL HOSPITAL. (262 Beds.) 
HOUSE SURGEON (pre-registration) required. Post now 
vacant. 

Applications, stating age, qualifications and previous experi- 
ence, with copies of recent testimonials (1 testimonial sufficient 
from applicants for first appointment ), should reach the Secretary 
® soon as possible. 

SOUTHAMPTON CHILDREN'S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.). HOUSE OFFICER 
required. Total establishment of 3 Residents. Salary, &c., as 
nationally advocated. 

Applications, with copies of testimonials, to Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 

SOUTHAMPTON GENERAL HOSPITAL. (465 Beds. 
Recognised for F.R.C.S.) RESIDENT HOUSE SURGEON 
required. Pre-registration candidate eligible. 

Applications should be forwarded to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton, with copies of recent testimonials. 
SOUTHAMPTON GENERAL HOSPITAL. (465 Beds.) 
RESIDENT HOUSE PHYSICIAN required mid-January. 
Pre-registration candidates eligible. 

Applications, with copies of testimonials, to Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 


SOUTHAMPTON GENERAL HOSPITAL. (465 Beds. 
Recognised for the Membership and Diploma Examinations of 
the R.C.0.G.) RESIDENT HOUSE SURGEON (pre-registra- 
tion) to the Gynecological and Obstetric Unit required mid- 
January. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Group Secretary, South- 
ampton Group Hospital Management Committee, Bullar-street, 
Southampton. 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds— Recovery Unit 32 Beds.) HOUSE SURGEON, 
Pre-registration post. Vacant January. At end of service the 
successful applicant will be considered for pre-registration post of 
House Physician if he or she has not held such an appointment. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 

STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. RESIDENT CASUALTY OFFICER required. Junior 
Hospital Medical Officer status. 

Applications, with names for reference, to Group Secretary, 
Stafford Hospital Management Committee, 13, Foregate-street, 
Stafford. 

STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. The following vacancy exists for a Resident 
House Officer from Ist February, 1959: 

Airthrey Castie Maternity Hospital 

HOUSE SURGEON. 

This is 4 pre-registration post. 

Applications should be sent to the Group Medical Superin- 
tendent, Stirling Royal Infirmary. 

STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. The following vacancies exist for Resident 
House Officers from Ist February, 1959: 

Stirling Royal Infirmary 

3 HOUSE SURGEONS, 

These are pre-registration posts. 

Applications should be sent to the Group Medical Superin- 
tendent, Stirling Royal Infirmary. 

STIRLING AND CLACKMANNAN HOSPITALS BOARD 
OF MANAGEMENT. The following vacancy exists for a Resident 
House Officer frotu lst February, 1959: 

Clackmannan County Hospital 

HOUSE SURGEON. 

This is a pre-registration post. 

Applications should be sent to the Group Medical Superin- 
tendent, Stirling Royal Infirmary. 

ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. The following Resident House Officer posts 
become vacant on Ist March, 1959: 
St. Helens Hospital (196 Beds) 
HOUSE PHYSICIAN. 
HOUSE SURGEONS (2). 
Whiston Hospital, Prescot (892 Beds) 

HOUSE PHYSICIANS (3). 

HOUSE SURGEONS (2). 

The above posts are recognised for pre-registration service. 
The surgical posts are recognised for the F.R.C.S. examinations, 

Applications, stating age, date of qualifications and experi- 

ence, and giving 2 names for reference, should be forwarded to 
the Group Secretary, Whiston Hospital, Prescot, immediately. 
Please state for which post application is made. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. WHISTON HOSPITAL, PRESCOT. (892 Beds.) 
Applicatifns are invited for the appointment of CASUALTY 
OFFICER, in the Senior House Officer grade, at above Hospital. 
The post is approved for the 6 months’ training in casualty work 
required of candidates for the Fellowship Examination of the 
Royal College of Surgeons. 

Applications, stating age, qualifications and experience, and 
wiving 2 names for reference, should be forwarded immediately 
to N. RicHARDs, Group Secretary, Whiston Hospital, Prescot. 
ST. LEONARDS-ON-SEA. BUCHANAN HOSPITAL. 
(91 Beds. Obstetric, Gynecological and Premature Baby Unit.) 
SENIOR HOUSE OFFICER required for Obstetric and Pre- 
mature Baby Unit. Appointment, recognised for M.R.C.O.G., 
is vacant 8th January, 1959. 

Applications, giving names and addresses of 3 referees, should 
be addressed to the Hospital Administrator. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
Applications invited for HOUSE OFFICER (medical), vacant 
early January. Recognised pre-registration post. 

Detailed applications to the Secretary at the Hospital. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(815 Beds.) RESIDENT SENIOR HOUSE PHYSICIAN 
(pediatrics) required (Senior House Officer grade). Post vacant 
Recognised for D.C.H. 


with copy testimonials, to Hospital Secretary as 


Applications, 
soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(815 Beds.) HOUSE PHYSICIAN (pediatrics) required. Post 
vacant very shortly. Pre-registration. Hospital recognised for 
D.C.H. 

Detailed applications, with copy testimonials, to Hospital 

Secretary. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICERS (general surgery) 
required. Pre-registration. 2 posts vacant early January. 
Recognised for F.R.C.S. ; / 

Detailed applications, with copy testimonials, to Hospital 
Secretary, North Staffordshire Royal Infirmary, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) SENIOR HOUSE OFFICER 
(orthopeedics) required. Post vacant very shortly. Some duties 
also at Hartshill Orthopedic Hospital. 

Detailed applications, with copy testimonials, to Hospital 


Secretary. 
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STOKE-ON-TRENT NORTH STAFFORDSHIRE 
ROYAL INFIRMARY HOUSE OFFICER (medicine and dermato 
test to the Secretary at the 
Inf msible 
STOKE- ON- TRENT NORTH STAFFORDSHIRE 
YAL INFIRMARY HOU =} OF ER Umedicine and pediatrics ) 
i ed rie x ren ration 
Am t wit monials, to the Seeretary at the 
Inf ary cmsible 
STOKE-ON-TRENT NORTH STAFFORDSHIRE 
YAL INFIRMARY SENIOR HOUSE OFFICER 
i. Post vacant shortly tecognised for F.F.A. and 
nA 
Applications, wit! i testimonials, to the Secretary at the 
Inti prmsible 
SURBITON GENERAL HOSPITAL, Ewell-road, Surbiton, 
SURREY ‘ ea f London 17 minutes 
DENT JUNIOR OFFICE! vical) required for post 
Pre istration post Dut nelude sualty out 
te Post | vid ex] ence j surgery and 
ts = irv and onditions of 
servi d ew it le 
ting jualificat nd nationality with 
f 2 testi Admit itive Officer, Surbiton 
General Hospital, Ewe road, Surbiton, Surrey 
SURI Practitic r required for 
seasio week CLINT ASSISTANT in Phosical Medicine 
Ih tment l i tment under the charge of a Specialist 
A tioms to tary, St. Helier Hospital, Carshal 
= rd J mary 
SUTTON AND CHEAM area” Cotswold-road, 
<URREY 146 Beds tESIDENT SENIOR HOUSE 
OF 1c (office recognised for F. Vacant 
“ 
Ap t ns, stating re md experience with 
f recent test itt names of 2 referee: to the 
cin r “t. Helier “Ho ‘ital Carshalton, Surrey 
SWINDON AND yaad HOSPITAL MANAGEMENT 
MMITTEI sist n HOUSE RGEON 
x ul Be it Victoria Hospital, 
Fu details, giving names of 3 referees, to Secretary, 7, Okus 


~winde 


SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
RESIDENT HOUSE PHYSICIAN re-registra 


MMITTES 


‘ juired for A te Medical Unit of 64 Beds it St Margaret's 
H 

t et 3, wit names of eferees, to Secretary, 7, Okus 
SWINDON AND DISTRICT MOSPITAL MANAGEMENT 

\p or the onsecutive posts of 

OBS ETRE AN 4 ECOLOGI AL HOUSE SURGEON 
“ure M H re 

“ House Sure 
iH = t Margaret. near “~windon. 
‘ Secretary Okus-road, =windon, as 


TAPLOW, MAIDENHEAD CANADIAN RED CROSS 


MEM OBSTETRICAL ANDGYN FCOLOGICAL 
REGISTRAR req ed, resident or non-resident. Post recognised 
i thor from and returnable to Secretary, Windsor 
‘ Management Committee Alma-road, Windsor 
J 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
HOSPITAL Locum KEGISTRAK in Obstetrics 
ecology required from 18th December for approximately 
wit} of 2 referees, to Secretary 
TORQUAY TORBAY (180 acute general 
Hot OFFICER (medicine Male or Female, required 
seek of November Pre-registration appointment 
‘ ‘ sw wi ! le some work in the E.N.T., the 
Opht if ray ID ts 
4 stating 4 ti ue, together 
wit $ “ ‘ 955 91 to the 
Group Secret ju District Hospital Management Com 
ttee, Tort Hospital, Torquay, 3. Devon 
TAUNTON AND SOMERSET HOSPITAL, Taunton, 
- HO! “I P HY [AN required mid January Pre 
‘ r F.R.CS 
\ “tating n honality and qualifications 
with the r ‘ of 2 re I to the troup Secretary, 
nton He tal Management Committee, ¢ o Musgrove Park 
Hi ta Tau tat mediate 
TAUNTON AND SOMERSET HOSPITAL, Taunton, 
MERS Hot OFFICER general surgery required 
it pos Kecmenised for F.R.C Post vacant 
1959 
A ting age ttionality and qualifications, to 
y ‘ é ‘ f 2 referees, should be forwarded to the 
(at Secretar Pauntor Hospital Management Committee, 
"Musa ve Park Hospital, Tauntor 
FAUNTON AND SOMERSET HOSPITAL, Taunton, 
MERSET HOt =} FICER required. Post vacant 
‘ “istration appointment, reeognised for 
Apt ting iationality =6qualifications, 
} erees, should be forwarded to 


mpital Management Committee, 
Pauntor 
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TAUNTON AND SOMERSET HOSPITAL, Taunton, 
soMeRseT. JUNIOR HOSPITAL MEDICAL OFFICER, Male 
or Female, required for full-time, resident casualty and orthopaedic 
work. 

Applications, stating age nationality 
experience, to the Group Secretary, Taunton Hospital Manage- 
ment Committee, co Musgrove Park Hospital, Taunton 
TILBURY AND RIVERSIDE GENERAL HOSPITAL. 
invited for the 


qualifications and 


ORSETT BRANCH, ORSETT, BRSEX. Applications are 
post of RESIDENT ORTHOPEDIC HOUSE SURGEON at 
the above Hospital rhe post is recognised under the Medical 
Act for pre-registration purposes, and suitable candidates are 
invited to apply. There exists a new Casualty Reception Unit 
at this Hospital. The appointment, which becomes vacant 
immediately, is for 6 months in the first instance. 

Applications, together with copies of recent testimonials, 


undersigned 
G. E. Wyte, Group Secretary, 
Thurrock Hospital, lilbury and South East Essex 
Girays, Rasex. Hospital Management Conumnittee. 


TUNBRIDGE WELLS. KENT AND SUSSEX HOSPITAL. 


should be forwarded to the 


TUNBRIDGE WELLS GROUP HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (ELN.T.) or Locum, required. 
Male or Female. Vacant 5th January. Recognised for F.R.C.S. 
and 


experience, and names 
Pembury 


qualifications, 


Applications, giving age, 
Sherwood Park, 


of 2 referees, to Group Secretary, 
Tunbridge Wells 
WAKEFIELD. 


road, 


PINDERFIELOS GENERAL HOSPITAL. 
Regional Thoracic Centre. Applications invited for position of 
SENIOR HOUSE PHYSICIAN. Salary £819 108. p.a. £150 p.a. 
charged for omunodation 
Address written applications, 
details of experience, and 2 names 


ace 
giving full personal particulars, 
and asses for reference, 

ds General Hospital, 


to W. Bownrine, Group Secretary, Pinderfie 
Wakefield 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 


invited for position of SENIOR HOUSE OFFICER 


Applications 
Salary £819 lis. p.a 


in the Neurological Department. 
charge of £150 p.a. is made for accommodation. 

Address written applications, giving full personal particulars 
and details of expenence &ec., together with 2 names and 
addresses for reference to W. BownrinG, Group Secretary, 


Pindertields General Hospital, Wakefield 
WALSALL HOSPITAL MANAGEMENT COMMITTEE. 


Applications are invited for the following appointments : 
Manor Hospital (340 Beds) 
HOUSE PHY: LWIANS (2) 


General (Sister Dora) Hospital (151 Beds) 


HOUSE PHYSICIANS 

The above Hospitals are acute general hospitals situated in 
a densely populated industrial area and give wide experience in 
all branches of medicine and surgery Posts recognised for 
pre-registration. Duties mainly acute medical, with opportunities 


for dditional experience in cardiology, chest diseases, diabetes, 
and dermatology 

Applications, together with names of 2 referees, 
tary, Walsall General (Sister Dora) Hospital. 


WALSALL HOSPITAL MANAGEMENT COMMITTEE. 


to Group 


secre 


Applications are invited for the following appointments : 
Manor Hospital 340 Beds) 
HOUSE SURGEONS 
General (Sister Dora) Hospital (181 Beds) 
HOUSE SURGEON 
rhe above Hospitals ire acute general hospitals situated in 
1 densely populated industrial area and give wide experience in 
all branches of medicine and surgery Posts recognised for 
pre-registration. Hospitals recognised by Opportunities 
for experience in general surgery, orthopedics, gynecology, and 
N.T. surgery. 
Applications, together with names of 2 referees, to Group 
Secretary, Walsall General (Sister Dora) Hospital. 


WARNEFORD GENERAL HOSPITAL, Leamington Spa. 


211 Beds CASUALTY OFFICER (Senior House Officer) Mal 
or Female, preferably resident, and suitable for one reading for 
higher qualifications, being recognised for F.R.C.s., affording 
contact with all Specialist Units in the Hospital Post vacant 
28th January, 1959 

Applications, with names and addresses of 3 referees, to 
Hospital Secretary. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
ire invited for the post of RESIDENT AN -ESTHETIST (Male 
or Female) (graded as Senior House Officer The post will be 
vacant early in January The Hospital is recognised for the 
D.A. examination Salary is £519 10s. p.a., less a deduction of 
£150 p.a. for residential emoluments 

Applications, statime qualifications and experience, should be 
sent to Henry L. Boor, Group Secretary, Warrington and 


District Hospital Management Committee, ¢ o General Hospital, 
Warrington, Lanes 


WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 


HOSPITAI 211 Beds.) Applications are invited for the post of 
HOUSE PHYSICTAN at the above Hospital. Pre-registration post 
vacant 14th January, 1959 Salary in accordance with the 
National Health Service scale. 

Please send applications, with eopies of 2 recent testimonials, 
to the Administrator 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(198 acute general beds.) HOUSE SURGEON, pre-registration 
post 

Applications, with names of 2 referees, to Secretary, Wigan 
and Leigh Hospital Management Committee, Knowsley House, 
Wigan 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 


SENIOR HOUSE OFFICER in Orthopedic Surgery. 
Albert 


(200 Beds. 
Applications 
Wigan. 


to Secretary, Royal Edward Infirmary, 


a 
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WIGAN. ROYAL ALBERT EDWARD INFIRMARY. WREXHAM. MAELOR GENERAL HOSPITAL (591 
SENIOR HOUSE OFFLCER for duty in the Pediatric Depart Beds). WAR MEMORIAL HOSPITAL, WREXHAM (230 Beds). Appli- 
ment at Wigan Infirmary with neonatal work at Billinge Hos eations are invited for HOUSE SURGEON posts at the above 
pital. Post recognised for D.C.H. Previous pediatric experience Hospitals, to commence duties on Ist February, 1959. The 
necessary appointments are recognised for the Diploma of F.R.C.S. (Eng- 
Applications, with names of 2 referees, to the Secretary, land, Edinburgh, and [reland) and are pre-registration posts, 
Royal Albert Edward Infirmary, Wigan. Applications, stating age, nationality, qualifications and experi 
WIGAN AND LEIGH HOSPITAL MANAGEMENT ence, with copies of 2 recent testimonials, to be sent to the Group 
COMMITTE! LEIGH INFIRMARY, LEIGH. SENIOR HOUSE Secretary, Wrexham, Powys and Mawddach Hospital Manage 
OFFICER required for Casualty Department, with gynecological ment Committee, Maelor General Hospital, Wrexham, as soon as 
and surgical duties at Astley Hospital | possible. 
Apply Secretary, Knowsley House, Wigan. | WREXHAM (near). TREVALYN MANOR MATERNITY 
near WREXHAM. (47 Beds.) Applications are 


LEIGH HOSPITAL MANAGEMENT 
COMMITTE! BILLINGE HOSPITAL, near WIGAN REGISTRAR 
IN PSYCHIATRY The offers good experience under 
Consultant Psychiatrist centre at Billinge Hospital, 
where there an active psychiatric unit with modern treatment 
ind over 300 admissions annually. Post recognised for D.P.M 

Applications, with names of 2 referees, to Secretary, Knowsley 
House, Wigan 
WELSH REGIONAL HOSPITAL BOARD. 
in Plastic Surgery Lawrence Hospital, Chepstow (182 Beds). 
Expected to visit other hospitals in South Wales area. Consider 
ible opportunities for training in specialty Accommodation for 
singerle t to review end of first vear 

Application forms from Senior Administrative Medical Officer, 
remple of Peace, Cathays Park, Cardiff, within 14 days. 
WESTON-SUPER-MARE GENERAL HOSPITAL. 


duly qualified medical 


WIGAN AND 
post 


Main 


2 Registrars 


st 
subje« 


person 


(104 


Beds Applications are invited from 
practitioners for the pre-registration appointment of HOUSE 
PHYSICIAN Single residential accommodation provided. 
Vacant January, 1959 

Applications, stating age, qualifications, together with names 
and addresses of 2 referees, should be addressed to the Group 
Secretary, Weston-super-Mare Hospital Management Committee. 
WHITEHAVEN HOSPITAL, Cambserrane. (122 Beds, 
pre-registration post,, recognised (Ed.).) HOUSE 
SURGEON (first, second or Senior “Officer post). Vacant 


January 
Detailed 
Group Secretary, 


and names of 2 referees, to 


applications with dates 
Cumberland. 


Workington Infirmary, 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. 324 Beds SENIOR HOUSE OFFICER,  Patho- 
logical Department Vacant Ist January, 1959 Preferably 
resident Duties will include training in the various branches 


especially hematology. Previous experience 


of clinical pathology, 
but not essential 


in clinical pathology desirable, 


Applications, with copies of 2 testimonials, to the Hospital 
secretary 
WINDSOR. KING EDWARD Vii HOSPITAL. House 
SURGEON in General Surgery required, Male or Female, for 
post vacant 2nd January. Recognised for F.R.C.S. Pre-registra- 
tion post 

Applications, with copies of recent testimonials, stating age, 
nationality, qualifications, with dates, to Secretary. 
WINDSOR. KING EDWARD Vil HOSPITAL. House 
PHYSICIAN required, Male or Female, for post vacant 10th 
January Pre-registration post 

Applications, stating age, qualifications, with dates, and 
nationality, with copies of 3 recent testimonials, to Secretary. 
WINDSOR. KING EDWARD VII HOSPITAL. Resident 
SURGICAL REGISTRAR required mid-February. 


Application forms obtainable from and returnable to Secretary, 
Windsor Group Hospital Management Committee, Alma-road, 
Windsor, by 3ist December. 

WOKING, SURREY. VICTORIA HOSPITAL. (72 Beds.) 
SENIOR HOUSE OFFICER $(post-registration appointment) 
required for medical, surgical and casualty duties. 

Apply, with 2 testimonials, to Hospital Secretary. 
WOLVERHAMPTON. ROYAL HOSPITAL. 
tration HOUSE OFFICER (general surgery ) Post 
for F. RA 2 vacancies in January. 

Apply, with copies of 2 testimonials, to the Secretary. 
WORCESTER ROYAL INFIRMARY. House Surgeon 
registration or otherwise) required for General Surgery post 


Pre-regis- 
recognised 


pre 
at this busy general hospital of 213 Beds. The appointment 
offers wide and varied experience and is recognised for the 
F.R.C.S. examinations 

Applications to Hespital Secretary 
WORTHING HOSPITAL! Lyndhurst-road, Worthing, 


invited from registered medical prac- 
for the posts of HOUSE 
at Worthing Hospital, 


SUSSEX Applications are 
titioners, or pre-registration candidates, 
PHYSICIAN and HOUSE SURGEON 
vacant mid-January 

Applications, stating age, qualifications, experience, nationality, 
together with copies of 2 recent testimonials, to Hospital Secretary. 

V. OAKTON, Group Secretary, 
Worthing Group Hospital Management Committee. 


WREXHAM. MAELOR GENERAL HOSPITAL. (591 Beds.) 


Applications are invited for the post of PACDIATRIC HOUSE 
PHYSICIAN at the above Hospital, to commence Ist February, 
1959. The appointment is recognised for the D.C.H., and for pre- 


registration purposes. 
Applications, stating age, 
experience, together with copies of 
be addressed to the Group Secretary, 
Mawddach Hospital Management Committee, 
Hospital, Wrexham, Denbighshire. 
WREXHAM. MAELOR GENERAL HOSPITAL (591 Bods). 
WAR MEMORIAL HOSPITAL, WREXHAM (230 Beds). Applications are 
invited for HOUSE PH YSICLAN posts at the above Hospitals, to 
Ist February, 1959. The appointments are recognised 


qualifications and 
2 recent testimonials, should 
Wrexham, Powys and 
Maelor General 


nationality, 


cotnmence 


for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to the Group Secretary, Wrexham, Powys and 


Mawddach Hospital Management Committee, Maeclor General 


Hospital, Wrexham, Denbighshire. 


HOSPITAL, ROSSETT, 
invited for the post of HOUSE SURGEON at the above Hospital, 
to commence duties on Ist February, 1959. The Hospital is a 
Part IL midwifery training school and deals with normal and 
abnormal midwifery. This Hospital will be transferred in March, 
1959, to a new Maternity Unit at the Maelor General Hospital, 
Wrexham. 

Applications, stating 
perience, with copies of 
Group secretary, Maelor 
as possible. 


nationality, qualifications and ex- 
testimonials, to be sent to the 
Hospital, Wrexham, 


age, 
2 recent 


General 


WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
IF FICER in the Orthopaedic Department of the above Hospital, 
commencing Ist February, 1959. The post is a residential one and 
affords particular facilities for postgraduate study. Successful 
applicant will be allowed to attend for 2 days a month at the 
Robert Jones and Agnes Hunt Orthopedic Hospital, Oswestry 
The Hospital is recognised for the Diploma of F.R.C.s. (England, 


Edinburgh, and Ireland). 


Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, to be 
addressed to the Group Secretary, Maelor General Hospital, 


as 800n a8 possible. 

THE PRINCESS MARGARET HOSPITAL, 
street, TORONTO, 5, CANADA Applications are 
position of RESIDENT INTERNE Staff in 
Radiotherapy for the period of Ist July, 1959, to 30th June, 
1960. The salary at the rate of $200 per month plus maintenance. 
This post offers an ideal opportunity for training in Radiotherapy 
to treatment and investigation. 


Wrexham, 
CANADA. 


500, Sherbourne 
invited for the 


cancer 


or a8 an introduction 
Applicants must possess qualifications of a British Common 
wealth University and be registered with the General Medical 


Council. 
Applications to the Chairman of the Interne Committee should 

be supported by copies of testimonials and a record of work since 

graduation. W. D. Riper, M.B., Chairman, Interne Committee. 


U.S.A. VETERANS ADMINISTRATION HOSPITAL. 


RESIDENT HOUSE PHYSICIAN in Radiology. Training 
approved by American Examining Board in specialty. Salary 
$3000 first vear to $5000 fourth year. This 500-Bed hospital is 


a general teaching hospital integrated with the State University 
of lowa College of Medicine and the University Hospital of 1 
Beds. Credit may be given for previous approved training. 
There 6 British physicians presently on University Hospital 
permanent staff in senior positions Applicants must pass the 
examination of Educational Council for Foreign Medical Gradu- 


are 


ates (located at 1710, Orrington-avenue, Evanston, Illinois, 
U.S.A The examination is given in February and September. 
Write above address for examination in a. iin. 


Manager, . Veterans Adminis- 


Applications received by the 
U. 


tration Hgspital, lowa City, Lowa, 


Public 


FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 
square, London, 8.W.1. 


~ 


is 


Latest date for receipt 


District County of applications 


MAIDENHEAD BERKSHIRE 10TH JANUARY, 1959 
COVENTRY CORPORATION require School Medical 
OFFICER AND ASSISTANT MEDICAL OFFICER OF 


HEALTH (joint post) for duties connected with medical inspec- 
treatment of schoolchildren, maternity and child 


tion and clink 
welfare work, and such other duties as the Medical Officer of 
Health and Principal School Medical Officer may include from 


Qualifications experience in ascertainment of handi- 
advantage. Salary £1050 £1475. Commencing 
to experience, qualifications. Removal loan 


time to time. 
capped pupils an 
salary according 


available. 
Application forms, &c., from Medical Officer of Health, 


Council Offices, Coventry, returnable without delay. 

NOTTINGHAMSHIRE COUNTY COUNCIL. Hucknall 
URBAN DISTRICT COUNCIL. Mixed appointment. Applications are 
invited from registered medical practitioners for the mixed whole- 
ASSISTANT COUNTY MEDICAL OFFI- 


New 


time appointment of 
CER AND MEDICAL OFFICER OF HEALTH to the Hucknall 
Urban Districts Applicants must have had at least 3 years’ pro- 


fessional experience since qualifying, be experienced in the duties 
of Medical Officer of Health, School Medical Officer, and in the 
eare of mothers and young children, and possess a Diploma in 


Public Health. 

Salaries are in accordance 
Medical Whitley Council for 
holding mixed appointments, 

(a) As Assistant County 
£954 10s. Lld.-#€43 15s.-£1173 
£1475 plus loading in accordane 

(b) As Medical Officer of Health (12 44ths) £501 
(On scale £1740-£55 £1960 plus 12 44ths of £100.) 


recommendations of the 


with the 
Health Medical Officers 


Public 
namely : 

Medical Officer (32 44ths), 
lid. (On seale £1200-£55 
with Spens formula.) 
16s. 


4d.-4£15 


£561 16s. 4d. 

Application forms and conditions of appointment are obtain- 
able from my office, and applications should reach me by 10th 
January, 1959. Canvassing disqualifies. 

; A. BR. Davis, Clerk of the County Council. 

Shire Hall, Nottingham. 
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a = | FEDERATION OF RHODESIA AND NYASALAND. 
Applications are invited for newly qualified Doctors for posts as 
JUNIOR RESIDENT MEDICAL OFFICERS in the Federal 
Ministry of Health 

OF | Vacancies at Bulawayo, Gatooma, Gwelo, Que Que, Fort 


‘ WARWICKSHIRE COUNTY COUNCIL 


ASSISTANT COUNTY MEDICAL OFFICERS . 
HEALTH AND SCHOOL MEDICAL OFFICERS, Victoria, Lusaka, Broken Hill, Ndola 

combined with a bursary scheme for taking the Diploma in | Salary £69 3s. 4d. per mensem, less a deduction of £15 per 
Public Health. mensem for board, quarters and laundry, when these services 
r are provided. In Northern Rhodesia, quarters and laundry only 
are provided, for which a deduction of £6 per mensem is made. 


«x medical practitioners 


weer in pu lie ~ At least 2 vears’ medical A single air fare to the Federation will be provided, subject to 
ce and an o serve County Council for certain conditions 
are juir “ar, paid leave granted Application torms and further details from the Secretary ; 
ic Vear ,ndon University to take R2), Rhodesia House, 429, Strand, London, W.C.2. Closing 


date 10th January 


yurse expenses paid 
verience In medicine 


First increments contributing towards 
out on Hospital Services: Non-Medical Appointments 

Fourth ve 000, plus expenses not ceeding £316. 

aft & \ND ESSEX GENERAL HOSPITAL. (341 Beds.) SENIOR TECH 
- NICIAN, Grade I Mainly required for Biochemistry in Area 
” Laboratory at the above Hospital Present salary £620 p.a 

sian : lary ee ome would rising to £760 p.a. in accordance with Whitley Council scales 

Post ‘- = f appointment. Succe Appointment to commence during February, 1959 

ne 1 mm date o ppo CESS oar 9 
ful candi ill be required to produce satisfactory vote ations to Hospital Secretary, together with names of 2 


medical is essential, for which Whitley 
(Council scale of allowances is payable Car purchase loan 


scheme available. Consideration will be given to financial Miscellaneous 


noval expenses 


ition, with further complete details of the THE UNIVERSITY OF MANCHESTER. Applications E 
id the appointments of Assistant County are invited from persons with training in medical art for the post 
of Health, can be obtained from the County of Medical Artist. The artist is responsible for the preparation of 
He lth, Shire Hall, Warwick. Closing paintings, drawings, diagrams, and similag works for members 
ms is 17th January of the staff of the Medical School, both in the University and in 
4. EDGAR STEPHENS, Clerk of the Council the United Manchester Hospitals. Salary not less than £750 p.a. 
Shire Hall, Warwick. 10th December, 1955. Duties to bezin in April, 1959, or as early as possible thereafter 


Applications should be addressed to the Registrar the 
University, Manchester, 13, and should reach him not later than 
3ist January, 1959 Applicants should ve the names of not 
more than 3 persons to whom reference may be made, and may also 
submit copies of not more than 3 testimonials, which will not be 
returned 


BARBADOS. Assistant Radiologist required to assist 
it General Hospital in both Diagnostic 
supervise work of X-ray Depart 
routine chest X-ray examinations 


for tubers emigrants, and Grovernment employees 


are Pp ormes idates must possess qualifications registrable CIBA 
i er aualificatior rad 

ible As a result of expansion, CIBA’S British Pharmaceutical 
basis with itributory) 1 600t Company at Horsham, Sussex, requires a well-qualified 
em leted month of pen man, preferably with a medical degree, to advise on the 
Lich case employer's shar promotion of the Company's products to the medical 
a will be paid Gators profession, to write the relevant copy for booklets and 
al rates. Government leaflets describing them, and to write and edit scientific 
imfurnished houses ranges publications Salary will be competitive and progressive 


and there is a good pension scheme 
Details of education and experience to the Secretary, 
CIBA LaBoraTORIES Limirep, Horsham, Sussex 


or furnished houses £300 to £375. Free passages 
ane illy up to maximum cost of €400 each way. 
anent officer granted leave passages for himself and wife only 


li e healthy Educational facilities for children available. . 

Applic n forms from Director of Recruitment, Colonial British Petroleum Company Limited has a vacancy for 
Office, London, §.W.1 (quoting BCD.117, 28 025 a Male Locum Medical Officer for approximately 6 months 
GOVERNMENT OF QATAR. PERSIAN GULF. Appli- commencing April, 1959. 4 months’ service will be at the Com 
cations are invited for the post of RADIOLOGIST in the Qatar pany'’s fully-equipped Hospital in Aden as leave relief for the 
State Medical Department. Salary is on seale 2700 rupees per Anesthetist, plus general medical duties, thus anesthetic 

juivalent to p.a rising by annual ements experience is essential, the D.A. would be an advantage A 
>a max f Ks. 3300 per mo I t of entry further 2 months will be on general medical duties in a develop- 
jualification. Contract is for 2 rs or longer with ment area in the Persian Gulf where there is a small first-aid, 
period . Gratuity vable on termina- but adequately equipped, medical centre. No married accom- 

t. Leave ’ ith on duty and is modation is available in either centre. Candidates, registered in 


the British Medical Register and aged 26-35 years, should apply, 


modation, fuel, light, 


w edical tre car, and return passages provided. No giving full details and quoting F.565, to Box 3138, co 191, 
income-tax ADI should have a D.M.R.D. London or Gresham House, E.C.2. 
equivalent qualifications with experience of radiotherapy. Applications are invited for the post of Business Manager 
Knowledge of Arabic an advantage Radiologist is responsible at the Queen Elizabeth Hospital (182 Beds), Umuahia, Eastern 
for first-class radiological unit in modern hospital es Nigeria. Experience in accountancy is essential. Desirable to 
Applications, in duplicate, should be addressed to C. TENNANT have knowledge of hospital administration and diesel generators. 
SONS AND Co., LtTp., 4, Copthall-avenue, London, E.C.2, giving Hospital run jointly by Anglican, Methodist, and Presbyterian 
full personal particulars, including photograph, and details of Missions and the Government of Eastern Nigeria. Applicant 
qualifications, experience, and employment, to arrive not later should be in sympathy with the missionary aim of the Hospital. 
than 3ist December, 1958 Salary £900 p.a. Applications, with 3 recent testimonials, by air, 
GOVERNMENT OF THE FEDERATION OF NIGERIA. to the Chairman of the Board of Governors not later than 
AN-ESTHETIST required to administer anaesthetics in Govern- 3ist December, 1958. 
ment hospitals in Lagos, instruct junior medical officers and S.R.N., 22, with shorthand — typewriting, requires 
pe rm such oth juti a8 may be assigned to him. Candidate position with Physician or Surgeon as Secretary-Receptionist, 


must possess medical qualifications registrable in the United 


the Diploma in Anssthet if obtained prior to commencing January.LavcuTon, 105, Chislehurst-road, 
th iploma i nest hetics obtained prior t » 

! 1953) or Fellowship of the Faculty of Anmwsthetists Orpington, Kent. 

Appointment either as Special Grade Medical Officer or as “ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 


Specialist service. Send specimens of urine and £2 2s. fee. Hematology, 
Appointment may be Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
a) on short-term contract for 1 tour of 18-24 months with LABORATORIES, 26. Park-crescent, Portland-place, W.1 
salary of £2664 a year, or on scale from £1536 to £2286 for (MUSeum 5386-7). 


Special Grade Medica] Officer. On completion of contract a Doctors requiring applications, theses copied: Write to 
gratuity (taxable) is paid at rate of £37 10s. for each completed MANTON (WESTMINSTER) LTD., 153, Victoria-street, 5.W.1 
period of 3 months’ service, including leave (VIC. 0141), who are specialists. 
b) from National Health Service, candidate retaining super- : . = 

annu P o Microscopes. Highest prices paid for good modern types. 
aggregate of salary. Salary £2220 a vear. or from £1326 to £1950 Send or bring your equipment for valuation.—-WALLAcE HEATON 
for ecial Grade Medical Officer. Lrp., 127, New Bond-street, W.1. . 

low renta Free return passages for officer and Hypnotism. Will all doctors interested in this subject 
ite to the Secretary, British 


wife ges for children, to age 18, provided this does for Medical purposes please wri 

not 2 adult return passages in any 1 tour of Society of Medical Hypnotists, 126, Harley -street, W.1. 

service r ti nt of this assist ance may be used to allow wife Wanted. Nos. 1, 2, 4, 5, “ Clinical Orthopedics ” (Lippin- 

to i officer's ome country. Children’s (separate cott). Address, No. 450, Tue Lancet Office, 7, Adam-street, 

domicile illowance of £75 a year for each of up to 2 children jelpt Lond woe 

under 18, ceasing if children join parents in Nigeria. Income-tax Adelphi, London, — 

at low local rates. Local leave permissible and generous home Cambridge Portable Electrocardiograph with accessories. 

leave after each tour. Modern instrument in good condition. Offers.—_Mr. J. R. 
Application forms from Director of Recruitment, Colonial ADAMS, Royal Free Hospital School of Medicine, 8, Hunter- 

Office, London, 3.W.1 (quoting BCD.117/14 045 street, London, W.C.1 
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He doesn't know it gives faster, higher blood levels 


But he does know it tastes good 


Latent) 


ACHROMYCIN’ V 


TETRACYCLINE WITH CITRIC ACID AND SODIUM CITRATE *REGD. TRADEMARK 
syrup PEDIA: KIC DROPS AQUEOUS 
Each teaspoonfu! (Scc.) contains Each cc. contains 100 mg. tetracy- 


cline-approximately 5 mg. per drop. 
Plastic dropper-type bottle of 10 cc. 


125 mg. tetracycline 
Botties of 2fi. oz. and 16fil. oz 


LEDERLE LABORATORIES DIVISION 


Cyanamid or GREAT BRITAIN London, 


ty 
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For non-productive cough 
essalon 
] 
| Selective inhibit:... 
| of the cough reflex I 
P 
T 
Tessalon has a unique mode of action as a cough depressant. 
It acts both by reducing the sensitivity of the pulmonary stretch 
B 
receptors which form the starting point of a cough, and by I 
depressing the transmission of afferent cough impulses. 
SI 
Doses: One 1oomg. Perle (Capsule) 3 or 4 times daily swallowed whole. If necessary this dose may 
be doubled. 
PC 
Perles containing 100mg. nonaethyleneglycolmonomethylether-p-n-butylaminobenzoate in 25's (Basic Pr 
N.HS. price 4s. od.), 100's and 500s. 
CIBA 
Tr 
‘Tessalon’ is a registered trade mark. Reg. user 
IN 
CIBA LABORATORIES LIMITED - HORSHAM - SUSSEX A 
Telephone Horsham 4321 Telegrams Cibalabs Horsham 
MI 
| De 
| 
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